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CHAPTER ONE
Introduction to the research

In the past, researchers failed to study women as a distinct subset of the adult
population. This has contributed to many misconceptions about women’s health. For
example, women were not included in a major study that recommends aspirin as preventive
therapy for coronary disease, or in any of the large clinical trials on cholesterol-lowering
drugs, and lifestyle behaviors (Johnson & Massion, 1991).
Limiting issues of women’s health to reproduction also ignores females who are
outside the child bearing years; children, preadolescents, and seniors. According to Doty,
(1996) “it’s an intergenerational issue, how a teenager maintains her health has a direct impact
on her health when she is an older woman” (Sanderson, 1996, p. 3).
Health-related concerns of women’s everyday lives have also been previously ignored
or devalued in traditional medical curricula. Current thinking is now beginning to reflect
gender issues overall, and in particular a feminine perspective of the role of women as health
care consumers and providers (Boughn & Wang, 1994).
Today, more than half of the patients seen by physicians are female. Moreover,
women use health services at a greater rate than do men, and are more likely to act as health
care decision-makers for their families. For these reasons physicians and academicians are
seeking ways to integrate the medical training curriculum with the knowledge and skills
necessary to appropriately treat female patients (Sanderson, 1996).
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Research and clinical practice for women’s health should be expanded beyond the
reproductive areas and into how illnesses such as heart disease, Acquired Immune Deficiency
Syndrome (AIDS), and cancers are manifested uniquely in women. Cardiac disease is another
area that is often lumped under the “men-only” category, although it is the leading killer of
women in the nation. Topics relating to the unique needs of women such as hormone
replacement therapy, contraception, and ovarian endocrinology, should be covered as should
psychosocial factors, such as domestic violence, that can affect women’s health (Sanderson,
1996).
According to Miller, instructor of Medicine at the University of Massachusetts,
“First-year students are eager for any clinical information, so we teach them topics that don’t
appear anywhere else in their curriculum, such as menopause, contraception and bone health.
We emphasize health and normal physiology, and not just illness” (p. 2). Miller explained
that medical students tend to be taught about health and disease primarily as they affect white
males. Shifting the focus away from the white male gives medicine and medical education the
chance to improve the health of women, minorities, and other groups not typically addressed
(Sanderson, 1996).
To further the promotion of women in research, the National Institutes of Health
(NIH) formed the Office of Women’s Health for advising the Assistant Secretary for Health
on a variety of issues relating to women’s health. It also reviews and monitors public health
service activities in women’s health and coordinates projects in cooperation with other public
health service agencies, whose activities include issues concerning women’s health
(Schumaker & Smith, 1994).
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Background
Work done in women’s health has pointed out many important but seldom discussed
hazards to the health of U.S. women, particularly those in vulnerable groups, such as the
elderly, the poor, and members of minorities. The press has given much attention to heart
disease and breast cancer, but few recognize the disproportionate risks black women have for
these conditions. For example, black women, are twice as likely to die of a stroke, three times
as likely to die of complications of diabetes, five times as likely to die because of violence,
and 10 times as likely to die of complications of AIDS (Grisso & Ness, 1996).
Poverty is another health-related issue raised by advocates of women’s health. It has
increased dramatically, especially among women in minority groups. A major cause of this
change is the structure of the family. In 1950, 90% of children born were born to married
couples. In the 1990s, about 50% of the children are born to single mothers, most of whom
are poor (Grisso & Ness, 1996).
Working women still earn 30% less than men. They tend to have jobs that are
demanding and highly stressful and over which they have little control. Even when employed,
women are still the child bearers, and primary housekeepers and care givers of elderly parents.
To make matters worse, 14 million women in the United States have no medical insurance
(Grisso & Ness, 1996).
The study of women’s health raised fundamental questions about the effects of health
on demographic and economic shifts in the United States. For example, 73% of persons 85
years of age and older are women, and the number of persons in this age group is expected to
double by the year 2020. Women in this age group are usually poor; they make up about 75%
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of nursing home residents. Most of the rest live alone. Poverty and social isolation can
adversely affect health by aggravating disability and chronic illness (Grisso & Ness, 1996).
According to Grisso & Ness, (1996) every woman has the right to comprehensive and
compassionate primary care. All primary care physicians must begin to hone their listening
skills when diagnosing female patients, and learn to more effectively use routine
examinations, diagnostic tests, and other specific treatments that women receive.
A final health risk for women in the United States is the fragmentation of primary
care. Women often see at least two specialists for primary care, such as an internist and a
gynecologist, neither of whom may have been specifically trained to provide truly
comprehensive services. Research has shown that 40% of the female patients have changed
physicians because of dissatisfaction, 17% have had their symptoms “trivialized” by a
physician, and 30% have been “talked down to” by a physician (Grisso & Ness, 1996).
Women’s health issues
Heart disease is the leading cause of death of women in the United States. Yet most
research on the natural history of the disease, risk factors, pharmacological and behavioral
intervention, and rehabilitation has been conducted on men. Limited data are available on the
development or treatment of heart disease that may be specific to women (Schumaker &
Smith, 1994).
In 1988, for example, a landmark study of 22,000 male doctors demonstrated that
taking aspirin daily helped prevent heart attacks. Doctors told men to take aspirin daily to
prevent heart attacks. Doctors told women to take aspirin too, based on the study, but whether
aspirin affects women in the same manner as it does men is still unclear (Turk, 1993).

4

Researchers now know that diseases and drugs don’t always affect both sexes the
same way. Heart disease, for example, is more deadly to women: Within a year after a heart
attack, 50% of the women die, compared with 31% of the men (Turk, 1993).
The American Cancer Society, 1997 guidelines stated that breast cancer checks should
begin at age 20 with a monthly breast exam. Women aged 20-39 should have a clinical
physical examination every 3 years (these guidelines may be altered depending on the
patient’s medical history). Women over 40 should have a yearly clinical physical exam and a
mammogram every year. The Society stated that 1 in 66 women in their forties will develop
breast cancer. About 18% of all breast cancers occur in women in their forties. Early
detection of breast cancers greatly improves a woman’s chance for successful treatment.
Ward & Duchin, (1997) state that the Human Immunodeficiency Virus (HIV), and the
AIDS epidemic has slowed in growth and is approaching a leveling in incidence. However,
the number of HIV-infected persons is high, and new infections continue to occur.
HIV/AIDS rates are highest for black and Hispanic Americans, and one fifth of persons with
AIDS are women.
In the U.S., approximately 5% (reported) of women have experienced domestic
violence in 1996 and almost 33% (reported) have experienced it sometime during their life.
According to Chescheir, (1997) physicians need to become knowledgeable about the
individual and public health consequences of domestic violence and the community resources
available for patients. They need to learn to identify patients who are victims. Physicians
need to become active in their communities in efforts to eliminate domestic violence and to
improve services to victims.
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In 1995, according to WV Healthy People 2000, the State of West Virginia lead the
nation in coronary heart disease, (US 32%, WV 34.2%) for both males and females followed
by cancer (US 23.5%, WV 23.3%). For women, the third leading cause of death was
cerebrovascular disease, or stroke (US 6.8%, WV 6.2%). The third leading cause for men
was accidents (US 3.9%, WV 3.6%). Diabetes is also tied for third as a cause of death for
both groups (US 4.9%, WV 5.7%). Incidences of AIDS are low compared to the nation (US
25.2%, WV 6.6 %).
Exclusion of women in research
Since 1990, there has been a great deal of attention paid to the fact that women have
been systematically excluded from the majority of medical research studies (heart disease,
cancer, and lifestyle) (Guth, 1991). The exclusion of women results in medical practitioners
often not knowing what recommendations to make to their female patients about the treatment
and prevention of major diseases. Practitioners must extrapolate from data generated
primarily from white male samples. Research data has shown that women and some ethnic
groups metabolize drugs differently than white men, and have different disease profiles than
white men (Shumaker & Smith, 1994).
Some reasons suggested by Shumaker & Smith, (1994) for the systematic exclusion of
women from medical research were:
1. Women live longer and do not suffer “premature” deaths as frequently as men; our
medical dollar should be disproportionately allocated to saving men.
2. Including women in clinical trials would be costly because of their lower mortality
rates, their inaccessibility through existing study populations, (e.g., the military,
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Veterans Administration patients, physicians) and the complexity of their hormonal
cycles.
3. Assumptions regarding recruitment, adherence, and dropout rates that do not favor
women.
4. White males represent the norm upon which medical facts are established and all
other groups represent deviations from that norm (p.190-91).
The frequent extrapolation of research on white males to other population groups has
gone, until recently, unchallenged. However, the possibility that a clinical trial would ever be
conducted on an all female or African-American population, for example, and the findings
then extrapolated to white men, is unimaginable (Shumaker & Smith, 1994).
Medical curriculum content
The need to improve training in women’s health is an important component of
medical curriculum reform. Highlighting the special competencies and required training
experiences in women’s health will benefit female patients and the growth of the discipline.
This type of emphasis should not further fragment medical care or polarize patients and
providers by gender. If curriculum reform is successful, these initiatives are fully integrated
into the training of the comprehensive general internist to further the goal of improving
medical care for all patients (Day, Cassel, & Kimball, 1996).
Anatomy, biochemistry, physiology, microbiology, pathology and traditional courses
on the pathophysiology of the organ systems (e.g., diseases of the cardiovascular,
gastrointestinal and neurologic systems) remain essential components of medical education.
Seeking time and attention with these traditional disciplines are new topics like ethics,
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preventive medicine and nutrition, and issues in geriatrics and women’s health (Sheenan,
1996).
Despite a windfall of remarkable technologies and therapies -- antibiotics, genetic
testing, mammography, oral contraceptives, thrombolysis, or transdermal estrogen
replacement therapy -- concerned medical practitioners believe that faulty communication
skills are preventing doctors from doing the best they could for female patients. According to
Bartman & Kielich, (1996) ”we need to improve the way we elicit and impart medical
information” (p.11).
Curriculum development and evaluation are important processes in the continuing
efforts to improve medical education and General Internal Medicine as an academic specialty.
Curriculum development is concerned with the solution of the “what to teach” problem in
education. It includes the identification and selection of objectives, scope and sequence of
content, selection and organization of learning experiences, and the evaluation of the
educational program. (Sheets, Anderson, & Alguire, 1992).
The delivery of instruction in women’s health represents an important and evolving
dimension in patient care. Since internists provide primary and subspeciality care to adult
women, training in Internal Medicine should be broadened to include training in the
reproductive and non-reproductive components of care and should foster greater awareness of
the effects of gender on disease processes (Day, Cassell, Kimball, 1996).
Women’s health curriculum
Johnson & Hoffman, (1994) stated that for a women-centered medical paradigm to
occur, the focus must shift from individual organ systems to the whole woman. They felt that
it was the only way to ensure that physicians learn to care for women within the context of
8

their lives. The authors felt that by creating a women’s medical speciality it would bring
women’s medical care on par with men’s and guarantee that students and residents receive the
pertinent training.
Johnson & Hoffman, (1994) believed that a specialty in women’s health would
legitimize the field. Physicians do not take a field seriously unless it is an integral part of their
training. Women’s health is inadequately represented within undergraduate and residency
curricula. Less than 25% of medical schools teach women’s health and much of what they do
offer is elective and non-standardized. Medical graduates must have education and training in
all aspects of women’s health. Graduates deserve residencies in women’s health without
having to invent their own or without having to become double-boarded.
Johnson & Hoffman (1994) further stated that women’s health is not limited to
disease of the breast or the uteri. They stated that lung cancer is the most frequent cancer in
women; colon cancer kills more women than any gynecological malignancy; domestic
violence is the etiology of most women’s injuries; and that abuse and poverty are the two
main contributors to depression in women. They felt that medicine must transform and the
medical curriculum should reflect women as whole human beings with minds, bodies, and
spirits -- separate and distinct from men’s -- and worthy of an equal investment in scientific
study, clinical education, and medical services. Departments of women’s health will provide
environments in which medical students and physicians can focus on the female organism
instead of female organs.
Medical organizations that formed curricula for women
Founded in 1915 as a professional organization of women physicians, the American
Medical Women’s Association, Inc. (AMWA) has traditionally acted as an advocate for
9

women’s health. In 1993, the organization developed and presented its landmark Advanced
Curriculum in Women’s Health, Part I, Midlife and Mature Years. In 1994, the AMWA
presented Part II, Early, Young Adult and Advanced Years. The AMWA updates and
presents its curriculum every three years (Donoghue, 1996).
In 1996, the AMWA and the National Academy of Women’s Health Medical
Education (NAWHME) has written a Women’s Health Curriculum for the FCIM (Federal
Council for Internal Medicine) The curriculum serves as a resource guide for faculty in
undergraduate, residency, and continuing education. The AMWA and NAWHME believe
that by incorporating existing curricula with gender-based issues it will overcome resistance to
including women’s health in the curriculum. For example, in an anatomy and histology class,
student’s could examine the gender differences in the size of the heart and coronary vessels
(Donoghue, 1996).
The following are examples of colleges and universities that have incorporated
women’s health into their curriculums. The University of Pittsburgh Medical Center
established a Women’s Health Track for medical residents in 1993. Women and health
curriculums from The Medical College of Pennsylvania and The Medical College of
Wisconsin further exemplify the need to expand medical school’s curriculum to include
gender issues in teaching medical education (Roberts, 1996).
Including the health of women in teaching and research to further understand the
nature of women-only illnesses is necessary to properly diagnose and treat the female patient.
One way to accomplish this goal is to showcase women’s health by including women’s health
topics in medical education.
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Current curriculum changes in medical education
Throughout the country many medical schools are currently undergoing curriculum
changes. Examples of these changes in the medical curriculum include: a switch to small
group instruction; an increasing trend to incorporate clinical experience early in the students’
medical career; and the development of teaching sites in ambulatory care settings. All three
provide new opportunities for learning that better equip the current generation of medical
students for their future careers (Sheenan, 1996).
One of the most dramatic changes in U.S. medical schools is the decline of the lecture
as the primary method for teaching. Instead of a teacher-driven lecture format, the trend is to
develop curricula that are learner-centered. Other methods encourage more active learning to
supplement traditional lectures. Such methods include problem-based and case-based
learning, which require students to deal with issues that do not have immediate solutions, that
require problem solving approaches, and that foster student cooperation in reaching ultimate
solutions to the problems (Sheenan, 1996).
Education theorists
Educators such as Montessori, Dewey, and Piaget, have consistently argued for a
“hands on” individualized approach to education. Montessori, while a medical student,
became interested in serving as in intern in the psychiatric clinic of Rome, for the “idiot
children” then housed in the insane asylums. She read the works of Jean Itard (1801) who
attempted to educate the “wild boy of Aveyron” and to utilize the materials and methods
devised by Edouard Séguin (1844, 1866) for educating mentally deficient children. It was
through these readings and her own experiences that she devised the “Montessori Method”
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(1909) in which students got both sensory and motor training with apparatus and learned basic
counting, reading, and writing, often before they were five years old (Montessori, 1964).
Dewey, (1920) regarded intelligence “not as the original shaper and final cause of
things, but as the purposeful energetic re-shaper of those phases of nature and life that
obstruct social well-being.” He goes on the say that, “it esteems the individual not as an
exaggeratedly self-sufficient Ego, which by some magic creates the world, but as the agent
who is responsible through initiative, inventiveness and intelligently directed labor for recreating the world, transforming it into an instrument and possession of intelligence” (p. 51).
Piaget, (1971) believed that, “knowledge proceeds not from sensation, not from
perception alone, but from the entirety of our actions of which perception constitutes only the
function of signalization” (p. 9). Piaget felt that knowledge is the object of an action
governed by constructed norms rather than instinct: therefore, learning or the acquisition of
knowledge is the product of such action.
Piaget, (1971) suggested that intelligence is constructed by successive stages of
equilibrium rather than in a linear fashion. The activity begins on each stage by a
reconstruction already acquired in the preceding stage, but under a more restricted form.
Constructivists
Work of the above mentioned theorists has led to the field of constructivist learning
that describes how people construct their reality and make sense of their world. Its
application to the field of education suggests that students make their own meaning and is
based in part on Plato’s contention that knowledge is formed within the learner and is brought
to the surface by a skilled teacher through processes of inquiry and Socratic dialogue
(Lambert, 1995).
12

Modern theorists continue to add to the epistemology about constructivism. Gardener,
(1983) proposed that, in addition to so-called academic intelligences (logical-mathematical
and linguistic), other kinds of intelligences exist that serve as a lens through which students
perceive and interpret new experience. These intelligences include spatial, musical,
kinesthetic, interpersonal and intrapersonal, as well as logical -- mathematical and linguistic.
This view of intelligence explains why students learn in different ways and why some
students experience frustration when only a few intelligences are addressed by traditional
curricula and instructional design.
Schön, (1987) suggested that the key to growth and development, whether as a
teacher or a student, is the ability to reflect on one’s learning, to adapt behavior based on that
reflection, and to develop a theoretical work frame, or set of understanding, that takes into
one’s account experiences. Because schools have traditionally functioned with external
controls -- teachers grade students, supervisors grade teachers -- the idea of self-reflection
appears to be at odds with prevailing practice. Schön says that self-reflection is vital to
learning and performance and leads to continued growth over time.
Perrone, (1991) illuminated the paradigm shift implied in constructivist learning
theory as it related to student assessment: “Trying to instill in students not just the mechanics
of reading and writing, but also a love for reading and writing. It means providing them the
opportunity to practice democracy, not just learn about democratic thought. It means
encouraging them to construct knowledge, not just hear about it. It means making sure they
experience the power of cooperative and collaborative thought, not just the pressures of
competition” (p.164).
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Duffy & Jonassen, (1992) believed that constructivism provides an alternative
epistemological base to the objectivist tradition. Objectivism holds that the world is
completely and correctly structured in terms of entities, properties, and relations. Experience
plays an insignificant role in the structuring of the world; meaning is something that exists in
the world aside from experience. Hence, the goal of understanding is coming to know the
entities, attributes, and relations that exist. Constructivism, like objectivism, holds that there
is a real world that we experience. However, the argument is that meaning is imposed on the
world by us, rather than existing in the world independently of us.
Instructional theorists
The ultimate goal of instruction is to create optimal conditions to promote effective
learning. Instructional researchers such as Gagné (1970), Merrill (1983), Dick & Cary
(1985), and Reiguluth (1987), attempted to specify “how to teach” by developing principles
and models for designing effective instruction.
Gagné’s eight types of learning outlined the different ways that organisms react to
their stimuli. They are: signal, stimulus -- response, chaining, verbal association,
discrimination, concept, rule, and problem solving learning. Gagné formulated domains of
learning which are categorized as cognitive, psychomotor and affective. (Gagné, 1970).
Merrill, (1983) developed a conceptual model on display theory. It provides a
theoretical basis for creating specification for the development of instructional materials. It
also serves as a procedural model. Component display theory includes taxonomic elements,
explanatory matrices, in addition to narrative explanation.
Dick & Cary (1985) developed a procedural model, which describes the overall
design project, beginning with a needs assessment and objectives writing, and progressing
14

through developing materials, assessing, evaluating and grading. All procedural models are
prescriptive in nature.
Reigeluth (1987), has also written instructional designs for teaching and learning. His
was based on a systems approach first modeled in the military and then in business. In recent
years, these principles have been extended to the design of computer-assisted learning
environments.
When designing instruction, the strength of procedural models is dependent upon the
extent to which they account for all relevant variables and the extent to which the correct
relationships among these variables has been identified. According to Richey, (1986) these
are the types of information one would find in a conceptual model.
The development of conceptual models for instructional design is paralleling the
development and use of procedural models. The models can take various forms: they can be
narrative descriptions, or taxonomies for example, or mathematical formulations, or
visualizations as a diagram (Richey, 1986).
Duffy & Jonassen (1992) believed instruction should not focus on transmitting plans
to the learner but rather on developing skills of the learner to construct (and reconstruct) plans
in response to situational demands and opportunities. Instruction should provide contexts and
assistance that will aid the individual in making sense of the environment as it is encountered.
A plan is one part of that sense making, but plans must be constructed, tested, and revised as
a function of the particular encounters in the environment.
Methods of delivering instruction
The instructional method most associated with higher education is the lecture. The
lecture method is a teacher-centered, one-way presentation of information and ideas. Three of
15

the most common forms of the lecture are: formal lecture, interactive lecture, and
demonstration (Kindsvatter,Wilen & Ishler, 1995).
The inquiry method also referred to as discovery, applies to methods with which
teachers engage students’critical thinking skills to analyze and solve problems in a systematic
fashion. The three forms of inquiry are: guided inquiry, open inquiry, and individualized
inquiry investigation (Kindsvatter,Wilen & Ishler, 1995).
Many other instructional methods exist for which information is readily available to
teachers. These methods are more highly specialized and are used less frequently by the
majority of teachers. They are: role playing, simulation, game, panel and debate, laboratory,
field trip, collaborative and cooperative learning, and computer-assisted instruction
(Kindsvatter,Wilen & Ishler, 1995).
According to Lowman, (1995) no single format -- whether lecture, discussion, active
or cooperative learning assignments, or multimedia laboratories -- is the best way to teach.
What matters most is the instructor’s general communication skills, ability to motivate
students, and dedication to teaching. He feels that learning to use a variety of formats also
enables an instructor to adapt to whatever teaching setting and whatever type of student
audience he or she may encounter in the future.
Statement of the Problem
Resident training curricula need to shift the focus of the once white male-dominated
curriculum model to one of a gender inclusive curriculum model. Health courses need to
show how medications, for example, will affect women and men at different stages of their
lives.
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The method chosen to deliver instruction is important and can vary depending on the
nature of the topic. Traditional forms of teaching along with technology-based teaching
techniques can have many benefits to both faculty and student. Resident training can only
benefit from prioritizing the content being taught and by choosing the appropriate teaching
method(s).
Therefore, the problem of this research was to determine the content, topics and subtopics, content priorities, and instructional delivery methods for a women’s health component
within the Internal Medicine residency program at West Virginia University.
Purpose
The purpose of this study was to determine and prioritize, through a modified Delphi
method, the content topics and sub-topics for a women’s health component. Also determined,
were the instructional delivery methods that were currently used and those that were preferred
in an Internal Medical residency program.
The literature pointed out that women have occupied roles as healers and have been
treated relative to existing technology at certain times and places in history, the same cannot
be said of the more recent past. Women’s experiences of health care have all too often been
affected by a climate of practice in which male physiology and behavior have been taken as
normative. Other effects of this stance have been a failure to include women in major health
research, a noticeable sex bias in some treatment choices, and a refusal to take seriously
certain problems of special concern peculiar to women (McBride & McBride, 1994).
Johnson & Hoffman, (1994) believe that no medical specialty provides exclusive and
comprehensive training in the care of women. Instead, components of women’s medical care
are widely distributed among existing specialties. No existing primary care medical specialty
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assumes responsibility for all the basic preventive, diagnostic, and treatment procedures that
are required to provide comprehensive care for women. They feel that this flaw may cause
unnecessary morbidity and mortality among female patients. The authors believe that
medicine must reframe its understanding and practice of women’s health to reduce
fragmentation and increase quality of care.
Women’s health recognizes the importance of gender differences and includes the
values and knowledge of women and their own experience of health and illness. It also
recognizes the diversity of women’s needs over the life cycle, and how these needs reflect
differences in race, class, ethnicity, culture, sexual preference and levels of education and
access to medical care. Women’s health includes the empowerment of women, as for all
patients, to be informed participants in their own health care (Donoghue, 1996).
To include content about women’s health will further enhance the current curriculum
and expand the knowledge base of medical residents. The more the residents know about
women’s health issues, the better prepared they will be when encountering patient concerns.
The patient can only benefit from proper training and correct evaluation and treatment.
Study Questions
The questions of this study were:
1. What levels of priority should be given to the included health topics and sub-topics when
teaching the women’s health content to Internal Medicine residents?
2. What instructional methods are currently used for teaching health topic content to Internal
Medicine residents?
3. What instructional methods would ideally present the women’s health content to Internal
Medicine residents within the existing curriculum?
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Assumptions of the Study
The assumptions for the study were:
1. Women’s health topics are an important component to Internal Medicine resident
education;
2. Women’s health topics will add to the body of knowledge in Internal Medicine resident
education;
3. Methods of delivering instruction are an important component to teaching Internal
Medicine residents.
Limitations of the Study
The limitations for this study were:
1. Women’s health topics will be limited to the needs perceived by medical faculty in Internal
Medicine at West Virginia medical schools that include an internal medicine program.
2. Women’s health topics will be for women 18 years of age or older.
3. Data collection will be restricted to experts in the field of women’s health who hold a
Ph.D. or M.D.
Procedures
1. Determined research method.
2. Identified experts in the field of women’s health whose opinions were sought to determine
women’s health topics, sub-topics, and instructional delivery methods for Internal Medicine
residents.
3. Developed a research instrument.
4. Administered the research instrument.
5. Collected the data.
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6. Analyzed the data.
7. Applied data analysis to corresponding study questions.
8. Developed findings, conclusions and recommendations for further research.
Definition of Terms
For the purpose of this research, the following terms were used.
Concepts: learning to classify stimulus situations in terms of abstracted properties
Gagné, 1970, p. 51).
Concept map: consist of ideas (concepts) or nodes linked by labeled lines to show
relationships and interrelationships between terms. Concepts are arranged
hierarchically so that the most inclusive appear at the top of the map, with
subordinate concepts below (Jonassen & Grabowski, 1994, p. 439).
Content Areas: categories of subject matter that include a variety of human performances
(Gagné, 1970, p. 243).
Course design: overall plan incorporating elements essential to accomplishing an
identified goal (Kemp, 1985, p. 10).
Health: state of complete physical, mental, or social well-being and not merely the
absence of disease or infirmity (Thomas, 1989, p.784).
Hypertext: software consisting of networks of related text files that can be accessed by
icons or search strategies (Gayeski, 1993, p. 4).
Node: a piece of information in the semantic network (Alessi & Trollip, 199 , p. 464).
Resident education: a period of at least one year, and often 3 to 4 years of on-the-job
training, usually postgraduate, that is part of the formal educational program for
health care professionals (Thomas, 1989, p.1583).
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Semantic network: concepts maps that describe a person’s cognitive structure--the ideas
(schemas) and their complex interrelationships (schemata) in memory that
provide meaning to the language used to transmit those ideas. Schemas are
arranged in networks (schemata) of interrelated concepts. These networks are
known as our semantic network. Semantic networks describe a person’s
knowledge --knowledge of the interrelationships between ideas (Jonassen, 1993,
p.100).
Wellness: a way of life, a process, a movement toward optimal health and well-being. It
is the integration of body, mind, and spirit as well as emotional, social, occupational,
environmental, and global dimensions. It is the appreciation that everything you do,
think, feel, and believe has an impact on your state of health. (Travis, 1988).
Woman’s health: screening, diagnosis, and management of conditions, which are unique
to women, more common to women, more serious in women, and have
manifestations, risk factors or interventions which are different in women. It
facilitates the preservation of wellness and prevention of illness in women.
(Donoghue, 1996, p. 10).
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CHAPTER TWO
Review of the Literature

The following review of literature is divided into four sections: (1) women’s health
issues, (2) women’s health topics within Internal Medicine curriculums, (3) instructional
methods to teach women’s health to Internal Medical residents, and (4) the Delphi research
technique.
Women’s Health Issues
According to Gura, (1995) scientists have neglected to include women in
epidemiological studies and clinical trials, arguing that researchers mistakenly assumed that
data from middle-aged white males apply equally well to women, minorities, and the elderly.
She further stated that researchers have failed to fund research on women’s diseases-breast
cancer being the most notorious example. However, they have worked overtime on female
contraception, neglecting comparable research on men. Partly because of these accusations,
the new field of gender-based medicine has come into existence, concentrating on the
fundamental differences in male and female responses to disease and treatment.
Some diseases show up differently in women than in men. For example, a heart attack
typically manifests itself in men as crushing pain radiating to the arm; in women a heart attack
can feel like severe abdominal pain or indigestion (Miller, 1994). When treated for heart
disease, women do not fare as well as men. For example, women are more likely to die
during bypass surgery and enjoy fewer benefits like reduced chest pain following a successful
surgery, than men. Although less likely than men to initially display an acute myocardial
infarction (MI-heart attack), women are more likely to die of an MI than men and are less
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likely to receive some of the more aggressive immediate treatment for an acute MI, such as
antithrombolitic therapy (anti-clotting medication), for example (Schumaker & Smith, 1994).
The Human Immunodeficiency Virus (HIV) epidemic among women in the U.S. has
been driven by the drug use epidemic (either partners’or womens’ own drug use). The
necessity of forging connections between HIV care, reproductive health care, and drug
treatment is necessary in tailoring prevention messages. Research has shown that women
reported more difficulty insisting on condom use with primary than with casual partners. As
the proportion of women who become infected by such primary partners rises, it becomes
imperative that we refine the prevention message promoting monogamy. Female monogamy
is clearly not sufficient protection for women who are threatened by their partners’ previous
or ongoing risk behaviors (Chavkin, 1995).
In the State of West Virginia, according to WV Healthy People 2000 (1997),
premature death from heart disease, stroke, or other hypertension-related illnesses is tragic
because it is potentially preventable. The health of the cardiovascular system can be
maintained by choosing healthy lifestyle behaviors, particularly in the areas of physical
activity, nutrition, and smoking. The rates of sedentary lifestyle, cigarette smoking, and
dietary fat consumption are too high in West Virginia, producing an environment that is not
conducive to the prevention of cardiovascular disease.
The WV Breast and Cervical Cancer Screening Program was established in 1991 to
provide screening services to low-income women who are uninsured or underinsured. In
addition, the program provides education about breast and cervical cancers, quality assurance
for mammography, cytology, clinical services, and monitoring of the incidence and mortality
of these cancers in WV. The program looks to increase the proportion of women obtaining
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mammograms, pap smears, and to reduce cigarette smoking (WV Healthy People 2000,
1997).
The Centers for Disease Control and Prevention (CDC) estimate that only about half
of all persons with diabetes have actually been diagnosed. The CDC believes that both men
and women are at an increased risk of diabetes due to the factors of age, obesity, and
sedentary lifestyle. Persons with diabetes are more likely to develop heart disease or to suffer
a stroke than are non-diabetic individuals, and have a higher risk for developing hypertension.
WV is higher than the nation in incidences of diabetes (WV 5.7%, USA 4.9%). The WV
Diabetes Control Program and the WV Bureau for Public health are developing a plan to
control the effect of diabetes and address the objectives (WV Healthy People 2000, 1997).
In WV through June 1996, statistics indicated that 11% of all AIDS case reports are
among females and 27% of all HIV reports are female. The WV Bureau for Public Health
AIDS Program has been charged with determining the impact of the disease on the state and
providing public education. (WV Healthy People 2000, 1997).
According to Clinton, (1995) women around the world have long been denied access
to health care, education, economic opportunities, legal protection, and human rights -- all of
which are used as building blocks for a healthy and productive life. In the world today, the
health of women and families is compromised by inadequate, inaccessible, and unaffordable
medical care, lack of sanitation, unsafe drinking water, poor nutrition, insufficient research
and education about women’s health issues and coercive and abusive sexual practices.
Other health issues of concern are that more than 700,000 women worldwide face
breast cancer each year, more than 300,000 die from it. It is the leading cause of death for
women in the developed world (Clinton, 1995).
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Tobacco use is the number one preventable cause of death. Ninety percent of women
who smoke began to smoke as adolescents -- leading to high rates of heart disease, cancer,
and chronic lung disease later in life. Women start smoking cigarettes more often than men
and have a harder time giving them up (Clinton, 1995).
Women are far more likely to be exposed to work-related hazards. Policies to
alleviate and eliminate such health hazards associated with work in the home and in the
workplace demand action (Clinton, 1995).
Study exclusions
Fingerhut, chief of industry-wide research at the National Institute of Occupational
Safety and Health (NIOSH) stated that, “It is only recently that large health studies on women
have been designed” (Occupation Hazard, 1994, p. 69). Fingerhut says one reason to study
women is that there may be different physical response in men and women. Certain chemicals
may result in different health effects. “A second reason is to look at the jobs or professions
where the people are primarily women and ask the question, ‘Is there something here that, by
happenstance, is directed at women?” (Occupation Hazard, 1994, p. 69). Because NIOSH
research is designed to establish a causal relationship between an occupation and particular
health outcome, it is important that NIOSH generate more gender-specific studies.
Clinton, (1995) stated that by including women in clinical trials for research and
testing of drugs or other interventions that probe specific differences between men and
women, it may show a pattern of disease and reactions to therapy. The special health care
needs of older women will be addressed through education campaigns about osteoporosis,
cancer, and other diseases. The United States is conducting the largest clinical research study
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ever undertaken to examine the major causes of death, disability, and frailty in postmenopausal women (Clinton, 1995).
Rosser, (1993) believed that since most scientists come from a relatively
homogeneous perspective -- that of the white, middle/upper-class Western males -- their view
of the world and science will be limited by that perspective. When scientific hypotheses are
held up for a critique to the scientific community, biases and flaws in the hypotheses are likely
to go unseen to the extent that the scientific community holds a relatively homogeneous
perspective. This homogeneity in gender, race, and class is what caused the scientific
community to fail to include women and men of color in definitions of problems for study, as
experimental subjects in drugs tests, and in applications of research findings.
“Clinical trials are a primary example of the neglect of women in medical research”
according to Greenberger, executive director of the Washington-based Society for the
Advancement of Women’s Health Research. “All too often, no women have been included.
Look at the MRFIT Multiple Risk Factor Intervention Trial and the Physicians’ Health Study”
(p. 767). The MRFIT examined the impact of losing weight, giving up cigarettes, and
lowering cholesterol levels on the risk of heart attack in 12,866 men, whereas the Physicians’
Health Study examined the effects of daily aspirin intakes on the same risk in 22,071 men.
Neither experiment included a single woman. The two studies were not exceptions: In 1992,
Avorn of Harvard Medical school and two colleagues analyzed clinical trials of drugs for
acute heart attack published in English-language journals between 1960 and 1991, and
discovered that fewer than 20% of the subjects were women (Gura, 1995).
McBride & McBride, (1994) found that many of the important drug and alcohol
studies have omitted women in part or altogether, yet increased alcohol consumption is now
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known to be directly linked to episodes of depression, and to life crises, and to occur
concurrently with the use of antidepressants, more frequently in women than in men. They
further stated, three of seven major studies are the basis of standard hypertension treatment
that included no women subjects, and animal-model research used females rarely because of
concern about the possibility of “odd” findings resulting from hormonal fluctuations.
In Turk, (1993) a Gallup poll of more than 1,000 women found that breast cancer was
by far the disease women fear most. On the other hand, heart disease aroused little concern,
about on par with AIDS, which accounted for less than 1% of women’s deaths. Yet heart
disease was the number one killer of American women and men; 360,000 women die of it in
the U.S. each year.
Other diseases were also overlooked in the poll. Only one in 100 women was
concerned about hypertension, yet 87,000 American women died of a stroke every year,
double the number who succumb to breast cancer. Only 1% of those surveyed worried about
smoking as a women’s health problem, though lung cancer has recently surpassed breast
cancer as the leading cause of death from cancer in women (Turk, 1993).
In doing clinical studies, drug companies have paid scant attention to biological
changes specific to women, such as the menstrual cycles of those receiving drugs. Nor have
they noted whether women were pre-or postmenopausal or taking hormone replacement
therapy. Yet natural (or artificial) drugs a woman takes clearly influence hormones. For
example, some antibiotics and antiseizure medications can increase or decrease the potency of
oral contraceptives (Turk, 1993).
Numbers constitute only one facet of gender discrimination. “More insidious are the
phenomena of male bias, in which male perspective influences study design and interpretation
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and use of a male norm, which implies that men are standard human beings and women, by
extension, deviant” (Shepherd, 1994, p. 1467). Education is needed to prevent abuses and
encourage female scientists to participate in research and serve on review boards. Science has
also ignored minority racial and ethnic groups. To achieve justice, all populations need to be
encouraged to participate in future studies.
In April, 1991, Bernadine Healy was named by then President George Bush to head
the NIH. (The current NIH director is Dr. Harold Varmuse, appointed by President Clinton in
1996). Within one month of taking office, she announced the Women’s Health Initiative
(WHI), which is the largest study ever undertaken with a sole focus on women’s health. The
budget for this complex clinical trial and observation study is more than $600 million over a
14-year period (Schumaker & Smith, 1994).
In 1994, A House Appropriations Committee report declared that U. S. physicians are
“not adequately trained to address the needs of women” (Miller, 1994). In response, the NIH
Women’s Health Research Office, and the Health Resources and Services Administration
joined forces to determine exactly where the gaps in medical education were and to
recommend a model curriculum to Congress.
Economics
Women who are older, more educated, or have higher household incomes are more
likely to go to a health-care professional regularly, however, minority women, and those not
covered by health insurance, are less likely to do so. Managed care and cuts in funding may
jeopardize women’s health care, especially for poor and low-income women and minorities.
Because of reproduction, women require more health care and are hospitalized more often
than men (Rosendahl, 1995).
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Rosendahl’s study commissioned by the American Medical Association showed that
higher income women are more likely to go to a health-care practitioner than are lower
income women. She found that nine out of 10 women with incomes more than $50,000 per
year, 89% have a regular doctor or nurse compared with 70% of those whose income is
$15,000 or less. Women who have health insurance, 84% are more likely than those without
insurance 56% are to have a regular doctor or nurse.
According to a study done by Macran, Clarke, & Joshi, (1996) on women and health,
there is a well-established link between low income and poor health. Individuals in lowincome groups suffer higher rates of mortality and premature death, experience more sickness
and report poorer health. The apparently strong association between social class and health is
generally interpreted as an association between income and health.
Women’s domestic role is usually a significant factor in their health experience. Even
when paid for work outside the home, women tend to shoulder the work in the family, which
can exert both a physical and mental toll on their health. For single mothers the costs of
childcare can be especially high. The stress of trying to be good mother in the face of
inadequate resources, is compounded by the guilt of having to see children going without the
basic resources needed for a healthy childhood. Full-time employment was associated with
worse psycho-social health for single mothers. Data results indicated that women working in
factory occupations tend to have relatively poor health compared to other semi-skilled
workers with whom they are usually classified. Women’s physical and mental health needs to
be seen as the sum of their paid and unpaid work and the conditions in which they carry out
this work (Macran, Clarke, & Joshi, 1996).
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Zopf (1989), in his book American Women in Poverty provided a descriptive analysis
of poverty. He found that a woman with a college degree does no better in the labor market
than a white male high school drop out. Female poverty accounts for 57% of all poverty;
most of these women are separated or divorced. According to Zopf, men are big contributors
to female poverty. This is because of women’s traditional child-rearing role, but also because
of extreme job segregation. Men and women are in separate labor markets.
Blakely, (1992) wrote in a book review, that the “real change has been in the family
structure” (p. 251). He went on to state that “until we have found a way to take care of the
children of poverty, poverty will increase. Women have the burdens of child rearing and low
work force mobility and wages. This will have to change to reduce poverty substantially” (p.
251).
Nationally, women earn 60 cents for every dollar earned by men. Gender relations
and divisions of labor help to explain, at least in part, the disparities between men’s and
women’s socioeconomic status. The concept of gender is based on socially defined attitudes
and roles of males and females in society. The division of labor typically associated the
productive sphere or workplace with males and the domestic sphere or household with
females (Oberhauser, Waugh, & Weiss, 1996).
Associated with these gender relations and divisions of labor are men’s and women’s
unequal access to resources such as time, power, and income. For example, greater value is
placed on so-called productive work outside the home while domestic or reproductive labor is
generally undervalued and unpaid. Additionally, gender divisions of labor extend to waged
labor where women are largely concentrated in certain occupations such as nursing, clerical
work, and teaching, which are seen as extensions of their domestic roles. Women remain
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largely marginalized from male-dominant occupations such as production workers and
operators, not because of their physical abilities, but because of dominant attitudes
distinguishing “women’s work” from “men’s work” (Oberhauser, Waugh, & Weiss, 1996).
Two competing theories address why women are concentrated in low-paying
occupation. One focuses on the choices women make (neoclassical human capital theory); the
other, on the barriers they face (the constraints theory). Bianchi & Spain, (1996) believed that
the most influential framework for analyzing earnings differences come out of the
neoclassical human capital tradition in economics. Drawing parallels with the theory of firms
(and firms’ investments in physical capital to enhance productivity and profits), human capital
theorists emphasize that individuals make investments in themselves -- in their human capital
-- in order to increase their productivity and earnings. Investment in formal schooling
(number of years in school and type of education, such as college major) and in continued
learning on the job, via training or experience, is key to understanding why some workers are
more productive than others are and therefore why they are paid more.
According to this explanation, women invest less in education and in acquiring labor
markets skills because they do not expect to work as many years as men throughout their
lives. They choose occupations compatible with child rearing, such as part-time or temporary
clerical or sales jobs because they anticipate the need for flexibility. Women pay a price for
the flexibility because these jobs have lower wages, fewer benefits, lower returns in seniority,
and little on-the-job training, relative to other types of jobs (Bianci & Spain, 1996).
Women contribute to their own occupational ghettoization because they view time for
child rearing as more important than do men and act accordingly. Employers may also invest
less in women workers because they believe women will not stay as long as men, and
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employers will not realize as great a return on investment in women workers as in male
workers (Bianci & Spain, 1996).
The competing theory focuses more on the constraints that women face, particular
discrimination and exclusionary practices in the labor market. For example, women may be
excluded from male-dominated jobs and crowded into female-dominated occupations. This
increases the supply of workers for these jobs and ultimately lowers the wages an employer
needs to pay to get workers to fill such positions (Bianci & Spain, 1996).
To summarize, women continue to earn less than men do because they make different
choices about schooling, jobs, and family. This results in women accumulating less human
capital than men, and because women face greater constraints in a work force, they are still
dominated by men.
Rosser, (1993) stated that the work force in the year 2000 was predicted to differ
significantly from that of today:
There will be a larger segment of minorities and women: 23% more Blacks, 70%
more Asians and other races (American Indians, Alaska natives and Pacific Islanders), 74%
more Hispanics, and 25% more women adding 3.6 million, 2.4 million, 6.0 million and 13.0
million more workers respectively. Together, the minorities and women will make up 90% of
the work force growth. Twenty three percent of the new employees will be immigrants (p.
191).
According to the UN Chronicle, (1993) the feminization of poverty is a problem for
industrialized countries as well. By the end of the 1980s, some 75% of all poverty in the U.S.
were to be found among women, particularly those who were single parents.
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In 1980, the United Nations summed up the burden of inequality: “Women, half the
world’s population, did two thirds of the world’s work, earned one tenth of the
world’s income and owned one hundredth of the world’s property. Fourteen years
later, despite the fall of repressive regimes, a decade of high growth, the spread of
market economies and the rise of female prime ministers and CEOs, women remain
victims of abuse and discrimination just about everywhere. The 1993 U.N. Human
Development Report found that there still is no country that treats its women as well
as its men” (MacFarquhar, 1994).
Agenda to address women’s health issues
Women’s groups have been working since the late 1960s and early 1970s to bring
women’s health concerns to the public’s attention, and to empower women to take
responsibility for their own bodies by learning how to detect medical needs and how to select
the appropriate individuals to address those needs. With the election of women to both the
United States House of Representatives and the Senate, and the formation of the
Congressional Caucus for Women’s Issues, these women’s groups finally “had an ear” at the
national legislative level (Shumaker & Smith, 1994).
In July 1990, the Women’s Caucus introduced the Women’s Health Equity Act; an
omnibus bill designed to set the agenda for better health care in the 1990s and into the next
century. This bill indicated that American women would no longer tolerate the neglect of
their health care needs. Although not passed as a slate, they have introduced 15 of 20 bills
independently and several have passed. In 1990, the Office of Research on Women’s Health
(ORWH) at the National Institutes of Health (NIH) was established. The ORWH’s function
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was to promote research on gaps and inequities in women’s health and promote biomedical
career development opportunities for women (Shumaker & Smith, 1994).
The NIH’s Office of Research on Women’s Health, established in 1990 to oversee the
representation of women in the institute’s studies, confirmed that many diseases -- depression,
osteoporosis, and Alzheimers’s for instance -- were far more prevalent among women then
men. Thyroid disease was 15 times more common in women. Lupus was nine times more
common and rheumatoid arthritis, three times more common in women (Miller, 1994).
A 1987 report showed that the NIH, the largest health research funding agency in the
world, spent only 13% of its budget on women’s health care issues. That same year, the NIH
indicated it would begin to encourage the inclusion of women in clinical studies by requiring
a grant applicant to explain why he or she was excluding women from proposed research. In
1990, a congressional investigation of the NIH policies, through a report of the General
Accounting Office, found that the NIH failed to comply with its own policies about the
inclusion of women in research. In August, 1990, and again in February, 1991, these policies
were strengthened and revitalized. Also, in September, 1990, these policies were reinforced
by charging that ORWH ensure that research conducted and supported by the NIH
appropriately address issues regarding women’s health, and that women participate fully and
appropriately in clinical research, including trials (Schumaker & Smith, 1994).
Medical Curriculum
The focus in women’s health curricula in the early 1970s ranged from a feminist
perspective to a biomedical approach. The feminist perspective, an outcome of the women’s
health movement, was at one extreme a radical political activist platform, and at the other a
consumer oriented, health care delivery orientation aimed at improving women’s health status.
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The biomedical approach tended to focus on reproductive health, contraception, and the
concept that women should take responsibility for their individual well-being (St. Pierre &
Taylor, 1988).
According to a study done by St. Pierre & Taylor, (1988) women’s health issues were
viewed as a viable topic of interest. Except clinically based courses such as those taught in
medical schools, schools of public health, and schools of nursing, most women’s health
courses have been multi-disciplinary in nature. Courses tend to discuss issues rather than to
distribute information.
In 1985, the Public Health Service Task Force on Women’s Health Issues listed what
they considered the three most important social changes affecting women’s health. They
were: (1) the increasing number of women living in poverty; (2) the unprecedented entry of
women into the labor force, including women with infants and young children; and (3) the
continuing increase in the longevity of women (St. Pierre & Taylor, 1988).
In 1973, a book by Ehrenreich & English entitled, Complaints and Disorders: The
Sexual Politics of Sickness, discussed women in relation to medical practice and medical
beliefs. Medicine, the authors believed, legitimized social policy that was restrictive to
women by making public interpretations of biologic theory and by passing judgement on who
was sick and who was well. The authors demanded a new style and a new substance of
medical practice as it related to women. To their credit, they also acknowledged a need not
just for ideological niceties, but for more routine care and preventive services. Although the
self-help movement of the 1970s and early 1980s appeared to offer a solution to problems of
access and substance, the 1990s should see more lasting solutions to the issues raised by our
predecessors, according to Rosene-Montella, (1994).
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Women’s health curriculum
Medical schools are beginning to make curriculum changes, in part to accommodate
an explosion of interest in women’s health, which began after a highly publicized 1990 study
by the GAO. In that study, they raised concerns about the uneven numbers of women in
clinical trials sponsored by the NIH. Since then, women’s health research has surged. In
fiscal 1994, the government spent an estimated $263 million on breast cancer research,
compared with $92.7 million in 1991 according to the National Cancer Institute (Miller,
1994).
Wallis, (1994, p.14-16) a clinical professor of medicine at Cornell University,
discussed six reasons why she felt that there should be a women’s health curriculum. They
are:
1. Fragmentation -- women are referred between gynecologists, internists, family
practitioners, and various other specialists. A women seldom receives thorough,
comprehensive care as an individual, with attention to all her organ systems.
2. Differences between men and women -- differences in women’s heath
supersede the boundaries of the reproductive tract and affect every system:
cardiovascular, gastrointestinal, immune, resistance to infection, musculoskeletal,
urologic, and psychological health.
3. Women’s dual role -- women act as a distribution channel of health care to
spouses, children, and parents. At the same time, women are the major source of
criticism and resentment directed at the medical profession; women increasingly
resent receiving second-class care.
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4. Morbidity/mortality -- women suffer and die as a result of the gender bias in
research and medical education. Inadequate research translates into inadequate
education and training of physicians and into inappropriate clinical care.
5. Role of women physicians -- The reason for developing a women’s health
curriculum now is the increase in the numbers of female medical students and female
doctors. Women physicians have always felt responsible for the health of women and
children.
6. Gender bias -- The basic reason for the development of a women’s health
curriculum is to undo the damage brought on by gender bias in medical education,
research, and clinical practice. Gender bias is inherent in a male-dominated, maletaught discipline. Few women physicians and medical students have a female
professor as their role model.
Wallis, (1994) believed that medical school education and physician training
programs have, over the centuries, reflected male attitudes and interests and many of women’s
health needs are left unattended or fragmented. She went on to say that hundreds of
individual women physicians, having confronted the unmet needs of their patients, went on to
take additional courses and informal preceptorships to fill the gaps in their training. She felt
that this process has been largely haphazard, intuitive, and unorganized and guided by the
individual physician’s perception of the needs.
McBride & McBride, (1994) stated that little attention has been paid to certain
conditions that affect women in relatively larger numbers, such as agoraphobia, urinary
incontinence, osteoporosis, lupus, and autoimmune diseases in general. Until recently,
violence against women i.e., rape and battering, and its concomitant physical and
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psychological health effects have been largely ignored. This kind of bias has adverse effects
on men. For example, little attention has been paid to the technical possibilities of
contraception in men, because contraception has been regarded as primarily in the domain of
women. Similarly, because the requirement of fulfilling multiple roles in the complex
contemporary world was first seen to arise as a problem in the context of women’s lives, it is
only very recently that the contribution of the same requirement to serious stress in men has
begun to be studied. The authors conclude by stating that the concern and treatment of health
care problems in women should generate new theoretical frameworks in the field of women’s
health.
Contrasting opinions
Angell, a pathologist and executive editor of the New England Journal of Medicine,
was skeptical of a specialty in women’s health. She stated that “it would marginalize the care
of women and leave the mainstream to men, where the lack of attention to women’s health
would then be officially sanctioned” (p.39). New Jersey psychiatrist Harrison stated that,
“We would say that medicine has to change to bring men into the system. There is no aspect
of this new proposed specialty that should not be an integral part of the education and practice
of every physician, male or female. I want every cardiologist to know about the effect of the
menstrual cycle on palpitations. I want every orthopedic surgeon to take women’s complaints
seriously” (Fugh-Berman, 1994, p.39).
According to Fugh-Berman, (1994) Internal Medicine might be the “friendliest
specialty under which to organize a women’s health curriculum” (p.40). Women’s health
represents a distinct field, and the Brown fellowship and the women’s health tracks at the
University of Pittsburgh and Albert Einstein College of Medicine should qualify as training
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programs. “A new specialty needs to be backed by an existing specialty whose toes it treads
on,” (p.40) says Barbara Schneidman, associate vice-president of the American Board of
Medical Specialties, (ABMS). The ABMS list 24 medical specialties; the last one approved
was medical genetics in 1991, and the one before was emergency medicine in 1979.
Curriculum changes
Boelen, (1995) defined medical education as the science and art of preparing future
physicians to function properly in society. He felt the definition should imply responsibility
for influencing the circumstances and conditions under which these physicians practice. To
ensure durable impact of educational reforms, educational institutions must accept
accountability for their product. Boelem wondered if the medical schools were anticipating
the future of a health system and if the medical schools are preparing their graduates to hold
relevant positions in it. He states that, “In the long term, they may judge medical schools
against basic indicators of quality identified by the world community” (p. 26).
Burke, Baron, Lemon, Losh, & Novack, (1994) believed that the purpose of a medical
education was to develop the skills and knowledge required for effective clinical practice.
The pursuit of this goal led in the early 1990s to the development of a hospital-based, patientcentered clinical training. As medicine subspecialized and technical capacity grew, hospitalcentered teaching emphasized the care of acutely ill patients and the importance of scientific
knowledge and technical expertise as the basis for medical practice. This emphasis was
continuing in the premedical and medical curriculums in 1997.
The generalist approach was based on the concept of comprehensive, longitudinal care
of patients. The opportunity to work with physicians functioning as successful primary care
providers for a panel of patients was largely absent from medical education. As a result, more
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medical students had limited notions of the professional life of the generalist physician and
little personal experience with which to assess the pros and cons of this career pathway. This
lack of exposure was important because the behavior of medical students and residents
suggested that career decisions were influenced by the attending physicians with whom they
worked during their training (Burke, Baron, Lemon, Losh, & Novack, 1994).
Burke, Baron, Lemon, Losh, & Novack, (1994) said those opportunities for improved
generalist training exists at each stage of medical training. Since the early seventies, many
experiments in curricular change have been implemented in an effort to increase the focus on
primary care. This background of innovation provided an important source of ideas and
experience and could be used as a guide to realistic proposals for comprehensive reform of
medical education. A well-defined curriculum that promotes the knowledge base and skills of
generalists represents an essential core experience for all medical students.
Until this decade, personalized teaching experiences for medical students and
residents took place almost exclusively in hospital wards. Even there, most learning occurred
within groups of students and residents on rounds. However, with the shift toward
ambulatory-based education, the venue for personalized teaching shifted toward outpatient
clinics, in both academic and community settings (Headrick, Kaufman, Stillman, Wilkerson,
& Wigton 1994).
To put art back into medicine, many medical schools were redrafting their curricula.
The primary goal: to discourage rote memorization of scientific facts while encouraging
problem solving through case studies and hands-on experience. The typical medical-student
profile has changed as admissions’ deans court students with liberal arts backgrounds as
assiduously as they once sought science majors (Linnon, 1991).
40

The schools themselves were coming to the same realization: that doctors need the
old-fashioned bedside manner and high tech understanding to cope with the complex
problems of AIDS patients, elderly people and substance abuse. “In the 1940s and 1950s
medicine was too much an art and not enough science,” (p.84), explains Kettel, Vice President
for Academic Affairs at the Association of American Colleges. “Now we have more science
than we know what to do with” (Linnon, 1991, p.84).
A handful of schools have overhauled their curricula more radically, patterning
programs after the Socratic case-study method used by eminent law and business schools. At
medical schools employing problem-based learning including Harvard, the University of New
Mexico, and the University of Hawaii, students forgo large lectures for small group tutorial
sessions, where they learn the basic sciences within the context of clinical case studies and
meet patients from the start of medical school (Linnon, 1991).
According to Headrick, Kaufman, Stillman, Wilkerson, & Wigton, (1994) problembased learning was not a panacea for all educational objectives. However, when mixed with
other teaching methods, it can provide a type of interactive learning experience that is difficult
to introduce through lectures or direct patient care. This mixture of learning methods
promotes active involvement of the learner without sacrificing the strengths of more
traditional teaching methods.
Along with the decline of the lecture format as a way of teaching, and the
development of curricula that were learner-centered, medical students needed clinical and outpatient experience. Each area provides opportunities for learning that will better equip the
current generation of students for their careers (Sheehan, 1996).

41

The active learning format is usually a small group session of approximately 10
students, with a faculty member serving as facilitator. Problem-based learning requires that
students deal with a particular problem, usually raised in a clinical context, and focus their
attention on a narrow set of questions. Case-based learning can be more wide-ranging. It
involves the presentation of a clinical case, with students challenged to consider a variety of
issues. Case-based formats lend themselves well to some less biomedical aspects of medical
practice-topics in ethics, social issues and the doctor-patient relationship. Problem-based and
cased-based learning parallels the real problems doctors face, where a variety of conflicting
issues -- biological, psychological and social, need to be considered simultaneously (Sheenan,
1996).
Learning to be a clinician is part of the purpose of medical education. From the first
few days of medical school, medical students are in contact with patients. Traditionally,
medical education is divided into a two-year block of classroom learning followed by two
years of hospital based clinical experience. The first two preclinical years of medical school
heavily emphasize the scientific basis of medicine and have been an important factor in
producing physicians with a knowledge base to use in confronting a variety of common and
esoteric illnesses (Sheenan, 1996).
Unfortunately, an exclusive emphasis on basic science and classroom instruction has
also de-emphasized the importance of skills of patient interviewing, medical ethics, health
care policy and developing appropriate ways to relate to patients. Bringing students into
contact with patients from the beginning of their medical school career also sends the message
that the patient, not just the disease, is worthy of attention and care (Sheenan, 1996).
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Sheenan, (1996) believed that there was not enough time to learn everything about
medicine. He stressed what had to be emphasized to students was not just the material they
have to learn; they must be helped to learn how to learn on their own. He fostered learnercentered formats and active learning rather than passive assimilation.
In abandoning the traditional lecture format, problems of fragmentation arising from
the introduction of too many themes without coherent organization become almost inevitable.
Therefore, medical schools recognized that efforts at curriculum reform were not a one-time
venture. Continual improvement was a necessity. Careful evaluation of all components of the
curriculum -- students, faculty and courses -- was needed to provide feedback and quality
control (Sheenan, 1996).
Changes in medical knowledge, therapeutics, health care technology, finance, and
patients’ expectations and needs combine to create the necessity for continued remodeling and
updating of medical education. The process of reviewing a curriculum can create
opportunities to introduce new topics such as ethics, geriatrics, women’s health, adolescent
medicine, office psychotherapy, critical thinking, prevention medicine, or practicing in a
managed care environment. If time cannot be found in existing residency rotations for these
topics, but they are considered important by the curriculum writing committee, the program
director can create new rotations or electives (Noel, 1994).
For many years, traditional medical residency training was structured around a series
of rotations on various hospital and clinic services. The only written curriculum was a list of
the titles of the grand rounds and conferences presented over a year, the rotations through
which all residents passed, and the clinic and consultation experiences available on an elective
basis (Noel, 1994).
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Noel, (1994) believed that a curriculum of an Internal Medicine residency should
encompass much more. He felt it should include a description of the goals of the residency
and the objectives for each resident to meet during each year; the specific skills and
procedures which residents were expected to earn during the program and the attitudes, habits,
and values which it instills. The curriculum should also specify the educational environment
that will be used to achieve each objective; a statement of the methods of evaluation, which
will be used during the residency to ascertain whether residents are meeting the objective of
the program, and whether the curriculum was effective. Also included should be a statement
of the methods that will be used to provide the residents with feedback so that they can learn
which of the objectives of the program they have achieved.
The curriculum should set forth in detail what is expected of residents; when, where
and how they will meet each objective; how they will evaluate the residents; and how they
will know when they have met an objective. The process of spelling out a formal curriculum
must ultimately be a process of a consensus. A written curriculum that has not been agreed on
by the teachers, who must execute, is not likely to succeed or be of much use. To achieve a
consensus, it is necessary to have a genuine group process in which not only the senior
administrative faculty but generalist and specialist clinicians and the residents also participate
as members of the curriculum writing committee (Noel, 1994).
In all programs, the process of curricular remodeling should be continuous, so that
when curricula for the final rotations and electives have been written, the first curricula
written should be reviewed and revised during the next year (Noel, 1994).
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Curriculum development in Internal Medicine
According to Noel, (1994) four steps are useful to developing or remodeling an
internal medicine curriculum:
1. Decide what the goals and objectives should be;
2. Determine the best educational environment for the achievement of each objective;
3. Decide the methods of evaluation to assess the effectiveness of the curriculum and
the performances of each resident in meeting the objectives of the curriculum;
4. Lay out the steps for giving feedback to residents and certifying that an objective
has been achieved or developing remedial steps to help a resident’s development
(pp.4-5).
Participants in the design process should be asked to provide objectives under four distinct
headings:
1. Define content or knowledge areas;
2. Define practice skills which residents should have at the end of the year or the end
of the rotation;
3. Define attitudes, values, and habits that the program wishes residents to develop
during the year or the rotation;
4. Define a list of lifelong learning habits which residents should have developed by
the end of the rotation or the year to insure their continuing development and
education (pp.5-6).
For a curriculum writing committee within Internal Medicine to be successful in
changing a curriculum, it must limit the scope of the change to what the members honestly
believe they can accomplish. Noel, (1994) stated that “it is better to steadily incorporate small
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changes than to try to introduce a change so ambitious that it exceeds the energies and
flexibility of the participants” (p.6).
Educational environment, such as the way in which each objective will be taught,
presented, and modeled, should also be considered. This may include the use of interactive
video discs, computer programs, videotaped lectures, structured reading, the use of fellows as
teachers or the hiring of a specific staff member who is interested in and committed to
teaching a particular part of the curriculum month after month. For each goal, the educational
environment that will be most effective in achieving these goals needs to be explored with
reference to the resources and traditions of a program. New kinds of teaching modules or
experiences may need to be created (Noel, 1994).
Systematic evaluation of both the curriculum and the Internal Medicine resident is
essential for a new curriculum to be effective. A process should be developed for gathering
evaluations from residents and faculty members at the conclusion of each rotation about its
content, quality, and effectiveness. For each objective, the program director and curriculum
writing committee should list how feedback will be given to the residents so that they will
know where they are with respect to the achievement of that objective. Evaluation and
feedback should occur early enough in a rotation so that a resident has a chance to improve.
Feedback given after finishing an experience may be of little use. Noel, (1994) went on to say
that the “creation of a curriculum does not guarantee better learning for the residents unless
coupled with measures to help the faculty understand the goals of the program, create
educational environments in which goals can be met, and improve the effectiveness of faculty
members in evaluating residents and in giving feedback” (p. 10).
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Instruction
Sheets & Anderson, (1991) defined the steps to proper curriculum development for
medical educators. They are doing a needs assessment, developing learning objectives,
selecting the content, organizing the content, selecting the learning experiences, organizing
the learning experiences, and evaluating the curriculum. In conjunction with this, is the
formation of a rationale for curriculum development. Changes in the epistemology of
instruction are reflected in the literature.
Instructional theory
Piaget’s, (1971) cognitive developmental theory involved a set of structures
constructed by continuous interaction between a learner and the external world. The
fundamental processes operating in the construction of knowledge are assimilation
(integrating new knowledge into existing cognitive structures) and accommodation (the
adjustment of cognitive structures to the specific features of the environment). Learners are
conceived as active agents who continuously explore and rediscover their environments and
constructs.
Piaget’s (1971), concept of schema is considered to be a cognitive structure, an
organized body of knowledge that controls various forms of perceiving, thinking, and acting.
A schema consists of a set of units connected by various spatial and/or temporal relationships,
which have been learned by experiencing co-occurrences of things in time and space. A
schema is a structure that controls intake of information from the environment as well as
being formed by it. Piaget felt that there are no fixed structures of the mind, rather the
structures emerge in the course of the interactive relations between subject and object.
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Piaget (1971) proposed a fundamental hypothesis about the nature of cognition in
general. He wrote “cognitive functions are an extension of organic regulations and constitute
a differentiated organ for regulating exchanges with the external world” (p. 7). The
presupposition here is not that an organism is a passive entity bombarded by external actions
upon it. Rather, for Piaget, to be an organism, a living thing is to be a mode of activity to
encounter or to engage actively what lies beyond it. Life, then, is activity. Furthermore, it is
an activity that transforms its environment, and recreates its environment by ingesting it,
assimilating it, and making it over into a part of the organism itself.
Gagné, (1987) a well-known theorist, studied various learning patterns and developed
a method to distinguish among various forms of learning. Gagné stated that learning can be
classified into five major categories: (1) attitudes, (2) motor skills, (3) cognitive strategies, (4)
verbal information, and (5) intellectual skills. His instructional model seeks to provide the
conditions that are most effective for learning.
Vygotsky also believed that human mental abilities were developed through the
individual’s interaction with the world. He emphasized the role of culture in learning and
development. Vygotsky viewed signs and symbols of culture, and particular language, as the
key to understanding complex human behavior, including the complex mental functions. He
felt that the internalization of culturally produced sign systems brings about behavioral
transformations and forms the bridge between early and later forms of individual
development. Thus for Vygotsky, the mechanism of individual developmental change is
rooted in society and culture (Vygotsky, 1978).
Gardner, (1983) believed that the intellectual potentials or capacities of an individual
or a group can be altered by various interventions. From one stance, development may be
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viewed as relatively locked-in, preordained, alterable only in particulars. From another point
of view, there is far more malleability or plasticity in development, with appropriate
interventions at crucial times yielding an organism with a far different range and depth of
capacities (and limitations). He feels that human beings are predisposed to carry out certain
specific intellectual operations whose nature can be inferred from observation and
experimentation. Educational efforts must build upon a knowledge of these intellectual
proclivities and their points of maximum flexibility and adaptability.
Schön, (1987) used the term “knowing-in-action” to refer to how we reveal our
intelligent action -- publicly observable, physical performances and private operations. In
these cases, the knowing is in the action. He went on to say that, “whatever language we may
employ, our descriptions of knowing-in-action are always constructions” (p. 25). Upon
knowing our action, we may then chose to reflect on it. It is upon reflection that we may
reshape our thinking, we reflect-in-action. Reflection-in-action has a critical function,
questioning the structure of knowing-in-action. We may choose to restructure our strategies,
reframe our problems or understand a phenomena. Reflection gives rise to new explorations.
Jonassen, (1993) referred to our cognitive structure as semantic networks or concept
maps--the ideas (schemas) and their complex interrelationships (schemata) in memory that
provide meaning to the language used to transmit ideas. Schemas are arranged in networks
(schemata) of interrelated concepts. These networks are known as our semantic network.
Semantic networks describe a person’s structural knowledge -- knowledge of the
interrelationships between ideas. Jonassen found that the underlying structures in concept
maps and semantic networks were an accurate means for mapping cognitive structure -- the
pattern of relationships among concepts in memory. Active structural networks are composed
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of nodes (the equivalent of schemas) and ordered, typed (subordinate, disjunctive)
relationships or links connecting them. The nodes were token instances of concepts or
propositions and the links described the propositional relationship between them.
Semantic networking aids learning by requiring learners to analyze the underlying
structure of ideas they are studying. Organized information is better comprehended and
therefore memorable. Semantic networks also provide a useful evaluation tool for measuring
the acquisition of knowledge. Information becomes meaningful to the individual insofar as it
is related to prior knowledge (Jonassen, 1993).
Jonassen, (1993) surmised that learning environments are oriented by a set of
constructive assumptions that: engage learners in authentic context-sensitive learning tasks;
support collaborative learning activities and socially negotiated interpretations of domain
knowledge; facilitate problem identification, definition, and solving; emphasize knowledge
construction, rather than reproduction; use hypermedia as a delivery technology; engage
learner control of activities; present multiple perspectives; provide alternative means for
reflecting on personally constructed meaning; and offer experientially (situationally) indexed
meaning (prior knowledge of seminars). Constructivism maintains that learners construct their
own reality or at least interpret it based upon their perceptions of experiences, so an
individual’s knowledge depends on one’s experiences, mental structure, and beliefs used to
interpret objects and events.
Jonassen, (1993) believed that the primary difference between constructivist and
objectivist approaches to the design of instruction was embodied in the learning vs instruction
distinction. Instructional design focused on designing instruction, which had a predetermined
outcome, and intervened in the learning process to affect the processing of the learner to map
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that predetermined conception of reality onto the learner’s knowledge. Constructivism
believed those learning outcomes were not always predictable and that “instruction” should
foster, not control, the processing of the learner.
Merrill, (1992) stated that knowledge, across subject matter areas, can be represented
in knowledge frames of three types: entities, activities and processes. These frames can be
elaborated in four ways: properties, components, abstractions, and associations. This
knowledge structure enables one to represent knowledge in a knowledge base. This
representation is independent of any particular individual. The same knowledge structure can
be used for a wide variety of knowledge domains. He assumes that in order for adequate
instruction to occur, knowledge must be pre-specified. For example, technology-based
delivery systems such as computer-based instruction (CBI) or interactive video require that
knowledge be pre-specified and represented in some form of knowledge base.
Dick, (1992) observed problems that face new designers of instruction. They are the
application of appropriate strategies for the new technologies. He felt that the front end of the
instructional model is constantly changing to accommodate new approaches to analysis and
theory-based instructional strategies for multi-media systems that have not kept pace. “In
essence, the technology has driven the applications, with theory nowhere to be found.
Constructivism provides one theoretical approach to the use of computer-based systems such
as hypertext, and, as such deserves careful consideration.” (p. 95)
Medical education training techniques
Wolf, (1997) critiques the current status of medical education in his book, Educating
Doctors: Crisis in Medical Education, Research and Practice. He states that at the “clinical
level, bedside teaching has largely been replaced by impersonal exercises such as chart
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rounds, and the skilled physician-teacher is rarely observed talking to patients and taking a
proper history with appropriate consideration of social and behavioral influences.” He goes
on to say that the “result is that the student learns to take histories in a rote, mechanical,
question-and-answer mode.” In his book he makes a plea for “care of the patient’ rather than
“health care” and is relevant to the current debate about health care reform (p.1815).
Kassirer, (1996) suggested that resident training be better tailored to the requirements
of clinical practice. At present, a large fraction of resident training in all but a few specialties
is still focused on hospitalized patients. Training at free-standing ambulatory care centers,
community health centers, ambulatory care sites of managed-care organization, and private
doctors’ offices are all being considered. To switch the locale of most clinical teaching,
produces another problem --educational credentialing and evaluation. Without an
educationally sound program, schools could be heading for a splitting off of clinical education
from the healthy academic environment that has sheltered it.
According to Kassirer, (1996) a group of newly-trained practitioners recently reported
that they felt inadequately trained in practice management and cost-effective practice, and
some managed-care leaders have complained that graduates of generalist training require up to
18 months of retraining to enable them to practice effectively in their environments.
Managed-care organizations have developed curricula to help newly recruited M.D’s. Their
programs feature new disciplines such as population management, and clinical-resource
management.
Kassirer, (1996) stated that “we must decide how much of the subject matter of the
retraining done by managed-care plans is appropriate for the residency curriculum.
Department chairs and training-program directors must continue to insist on a rigorous
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education in the knowledge base and cognitive skills of clinical medicine, assert their
responsibility to decide what is best to teach, and avoid trendy educational fads. Lastly, as
teaching sites change and curricula changes to keep pace with the rapidly changing health care
system, we must be unwavering in our attention to the quality of the educational experience
and the benefits of training that accrue to patients. We stand to lose a lot if we lost sight of
this goal” (p. 508).
Green & Tomlinson, (1997) say that it is “germane” to look at how we teach.
Traditional methods are still retained despite evidence about how little information is retained
and in defiance of modern adult education theory. They state that teaching needs to move
from “teaching” and “teachers” to one that favors “learning” and “students.”
Sheets & Anderson, (1991) did a study on curriculum development activities and
reported that health profession faculty need to be more aware of the established curriculum
development literature and validate models and procedures for curriculum. A major finding
of the study was that curriculum development in the health professions, as reported in the
articles they surveyed about curriculum, was more art than science. They went on to say that
faculty should consider involving those with curriculum development expertise in their
efforts. Lastly, they stated that authors of curriculum development articles and journal editors
should recognize the importance of providing complete descriptions of curricula so that others
can benefit from these efforts. The authors felt that health profession educators need to
transform their curriculum development efforts from an art to a science.
Instructional methods for teaching and learning
According to the review of literature, there is not one best way of teaching however,
lecture is cited as the most frequent method of delivering instruction. To be an effective
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teacher, one should incorporate various teaching methods, be motivated and be interested
about the subject. Varying teaching methods provides a means for maintaining students’
attention and increasing achievement. The following approaches are commonly presented in
the literature and regularly used by teachers in higher education.
Formal lecture is the most common strategy at the university level. Large group
lectures in which the students are passively involved, would not be effective if it was not
supported by a variety of other instructional approaches to encourage and stimulate students’
active involvement in learning. Interactive lecture tries to involve students through the use of
questioning by encouraging them to ask questions during the presentation. The objectives
teachers have for the interactive lecture will determine the level of questions asked during an
interactive lecture (Kindsvatter, Wilen, & Isher, 1992).
Demonstrations provide teachers with an opportunity to show students a procedure or
illustration from which they will be able to learn. Teachers more commonly use
demonstrations to model particular skills that students are expected to learn. Very often
specific levels of performance are demonstrated (Kindsvatter, Wilen, & Isher, 1992).
Discussion is a flexible method and is readily adapted to a variety of interactive
classroom situations. Three types of discussion, and one quasi-discussion, are regularly used
by teachers: recitation, guided discussion, reflective discussion, and small group discussion.
They share a common thread requiring the teacher and students to interact verbally in order
for learning to occur. Each differs in terms of purpose, structure, interaction pattern, and
levels of student thinking stimulated (Kindsvatter, Wilen, & Isher, 1992).
The inquiry method, or as it is also known discovery method, is a versatile
instructional method because it can be used to teach content, problem solving, critical thinking
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skills, and decision making. Inquiry is the analysis of a problem in a systematic fashion. A
problem is central to inquiry, and it can take many forms. There are three types of inquiry:
guided inquiry, open inquiry, and individualized inquiry investigation (Kindsvatter, Wilen, &
Isher, 1992).
Additional instructional methods are also used in teaching. They are referred to as
secondary methods because they are specialized and are not employed on a regular basis as
those mentioned previously. Using additional methods seems essential to increase the
probability of effective teaching. The additional instructional methods are: role-playing,
simulation, game, panel and debate, laboratory, field trip, and computer-assisted instruction
(Kindsvatter, Wilen, & Isher, 1992).
Technology-based instruction has a significant and useful role to play in educating
students. Technology is rapidly changing the way we teach students. Those concerned with
delivering effective instruction need to openly evaluate how technology can be used to, first,
improve the effectiveness of delivery and, second, improve the application of skills and
knowledge being taught (Dulworth & Shea, 1995).
According to the Kellogg Commission (1998), technology promises educators and
students unprecedented access to a wide spectrum of sophisticated devices and networks
capable of individually tailoring instruction and exponentially increasing access to learning.
A national information highway capable of fully supporting digital capabilities is now in
place. These developments foreshadow new education and learning possibilities for
Americans – in the home, on-campus, and at work, for young and old alike. Despite the
expense, technology represents one of our best educational hopes for the future, particularly
for the place-bound.
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The Delphi Technique
Norman Dalkey and Olaf Helmer are credited with developing the Delphi Technique
for the RAND Corporation during the 1950s. At that time it was used as a tool for forecasting
military priorities. Their objective was to improve group decision making by obtaining
consensus of opinion but without face-to-face interaction (Murry & Hammons, 1995).
In higher education, the Delphi Technique has been used primarily in four areas: (1)
to develop goals and objectives, (2) to improve curriculum, (3) to assist in strategic planning,
and (4) to develop criteria. Assumptions about the Delphi Technique are: (1) group decisions
are usually more valid than decisions made by a single person and (2) decisions are more
valid if the group is comprised of experts in the field (Murry & Hammons, 1995).
Murry & Hammons, (1995) believed that by achieving consensus one is “gathering
individual evaluations around a median response, with minimal divergence. On the other
hand, stability or convergence is reached, when it becomes apparent that little, if any, further
shifting of positions will occur (p. 429).”According to Whitman, (1990) the Delphi
characteristics make it an ideal technique for group decision-making. She felt that its design
facilitates equal expression by all, eliminating the band-wagon and halo effects, which often
affect the committee discussions. It also formally separates idea generation and idea
evaluation, thus helping to ensure that ideas are not evaluated before multiple options are
considered. It is constructed to be content-specific and eliminated time spent considering
“off-the-subject” ideas.
Characterizing the Delphi Technique
Four features characterize a Delphi procedure: anonymity, iteration, controlled
feedback, and statistical aggregation of group response. “Anonymity” is achieved through the
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use of questionnaires. This should allow group members the freedom to express their own
beliefs without feeling pressured by dominant individuals, providing them with the
opportunity to consider each idea on the basis of merit alone. “Iteration” occurs by means of
presenting the constructed questionnaire over a number of rounds, allowing members to
change their opinions. “Controlled feedback” takes place between rounds, during which each
group member is informed of the opinions of the other group members. This feedback is
presented in the form of simple statistical summary. “Statistical group response” is obtained at
the end of the procedure where group judgement is expressed as a median, and the extent of
the spread of members’ opinions may be used as an indication of the strength of the consensus
(Rowe, Wright, & Bolger, 1991). For this study, iteration and controlled feedback will be
presented together.
Advantages and disadvantages of the Delphi Technique
Advantages are:
(1) Group decision-making using anonymous controlled-feedback procedures are
often more accurate than face-to-face discussions.
(2) Opinions using the Delphi Technique received from a group of experts who may
be geographically separated from one another.(3) Consensus reached by the group
reflects reasoned opinions because the Delphi process forces group members to
logically consider the problem under study and
to provide written responses.
(4) Group responses can be described statistically.
Disadvantages are:
(1) Questions formulated by the researcher may influence the panel responses.
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(2) It may be difficult to fully assess and utilize the expertise of the panel of
experts because they never meet face-to-face.
(3) The unexpected cannot be taken into account, such as participants’s failure
to fully understand the purpose of the study.
(4) Lack of participant motivation to fully participate in the study may lead to
sample attrition (Murry & Hammons, 1995, p. 426-7).
Studies citing the Delphi Technique
Volk, (1993) believed that a research method that involved the participation of outside
experts under the direction of an individual researcher is called the Delphi Technique. This
technique, when applied in curriculum development, utilizes the benefits of extracting
opinions from a large group, yet acknowledges the values, needs and perceptions of the
individual. The Delphi technique has been found to be an applicable tool for educational
research and curriculum development.
According to Volk, (1995) there are variations for using the Delphi Technique. The
curriculum development process may incorporate the following general steps:
1. Groups members, whose consensus of opinion are sought, and identified. These
members, who are usually experts in the research topic(s), become the Delphi panel.
2. A questionnaire is sent asking each panel member to generate a list of goals or
issues towards which a consensus of opinions is sought. The list may also be
generated by the researcher to expedite the process. This would be a modified Delphi
approach. Note: The modified Delphi was used for this study.
3. When the list is prepared, a second questionnaire is sent for each panel member to
rank order the items.
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4. The results of the second questionnaire are presented in a third questionnaire. This
questionnaire shows the preliminary level of group consensus (median) along with
each member’s earlier response.
5. Each panel member ranks each item again and, if desired, provides a brief
explanation for any differing opinion.
6. The results are tabulated and presented in a final statement, representing group
consensus (Volk, 1993, p. 35).
Even though the curriculum design may stress global or local implementation, the
development process using the Delphi Technique ensures each participant the same weight in
the policy making process. With anonymity of participants throughout the process, biases or
subtle coercion that may accompany an individual’s particular stature or position are
eliminated. To maintain individual relevance and control, the researcher can direct the range
and scope of the curriculum issues to be addressed (Volk, 1993).
According to Hunnicutt, Perry-Hunnicutt, Newman, Davis, & Crawford, (1993) who
used the Delphi Technique for a campus alcohol abuse program, the Delphi Technique
provided a vehicle whereby the ideas of a large number of people who had no history of
communication and with different professional and personal backgrounds could be brought
together for a focused examination. In addition, the Delphi Technique sends the message that
the participants’ opinions, perceptions, and ideas are important in developing a strategy. The
Delphi Technique can establish a direction for planning and programming.
Jacques, Bauer, & Ziegenfuss, (1993) used the Delphi Technique to characterize
strong departments in family medicine. They believed that the Delphi Technique was a
worthy survey method used to obtain the collective view of a group of experts by using
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repeated rounds of questionnaires and giving anonymous feedback. This technique has been
used for surveying attitudes, solving problems, predicting future trends, and evoking
controversial opinions.
Issac & Michael, (1981) stated that the Delphi Technique was designed to generate
group consensus. It identifies group members who generate the consensus position but
interacts with them individually to provide collective feedback of the emerging consensus to
each member privately. Individuals then reconsider their initial positions in light of the group
trends and make any adjustments felt to be appropriate. The final result is an informed
consensus insulated from the forces of face-to-face group interaction.

Kastein, Jacobs, Ven Der Hell, Luttik, & Touw-Otten, (1993) also believed that
the Delphi Technique is a widely used instrument to aggregate individual judgments into
refined opinion, either to forecast future events, or to estimate current status or express
present intentions or decisions. They did a Delphi study on performance of family
physicians consulted by patients having nonspecific abdominal pain.
Summary
By reviewing the literature on women’s health issues, and Internal Medicine
curriculums, there exists a need to feature women’s health as part of the curriculum for
medical education. Enhancing the curriculum content by including women’s health issues can
only benefit the knowledge of the student by preparing him/her to treat patients in the most
effective and efficient manner.
Employing various teaching methods will also enhance student’s learning and present
an atmosphere for creativity to occur. For example, students should be given the opportunity
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to direct their peers in the form of group discussion. Learning content by varied approaches
will further motivate both teachers and students.
Present day medical school graduates need to be knowledgeable consumers of
information whether using traditional-based or technology-based instruction. Students’
proficiency and understanding will be measured in terms of their provision of proper care of
the patient as they prepare for future needs in the health care arena.
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CHAPTER THREE
Methodology
Introduction
The main problem of this study was to determine the content, priority of the content,
and methods of instructional delivery for women’s health topics for Internal Medicine
residents at West Virginia University. Issues on women’s health, curriculum development in
medical education, and instructional delivery methods were researched. During the course of
the literature review, it was found that the Delphi Technique was a highly acceptable means of
seeking consensus among groups of individuals.
The following steps were taken to conduct this study: (1) developed a problem
statement, (2) conducted a review of the literature, (3) identified participant experts, (4)
designed the modified Delphi survey instrument and pilot test, (5) developed the survey
instrument, (6) gathered the data, (7) completed the data analysis, (8) developed findings and
conclusions, and (9) summary of results, and recommendations for further research.
Problem of the study
The problem of the study was to determine the content, topics and sub-topics, content
priorities, and instructional delivery methods for a women’s health component within the
Internal Medicine residency program at WVU.
Review of the literature
A review of the literature was conducted in the following areas: (1) women’s health
issues, (research study exclusions, economics, and government response); (2) medical
curriculums (adding women’s health to the curriculum, curriculum changes, development and
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evaluation); (3) instructional delivery methods for teaching and learning; and (4) examined
the modified Delphi Technique as a tool to conduct research.
This review was compiled using the on-line searches of Dissertation Abstracts
International, and the ERIC databases. MEDLINE and Greateful Med were searched for
medical literature relating to the topic as well as First Search and the Wilson Indexes from the
WVU libraries. Interlibrary loan was accessed for resources not available at the WVU
libraries.
Identification of expert participants
An expert is defined as someone who has special knowledge or skill of a particular
subject. For the purposes of this study, an individual was considered an expert if he/she had
worked in the field of women’s health or areas related to women’s health for two years. The
individual had to possess a M.D. or a Ph.D. and worked in a professional health-related
capacity at one of the Schools of Medicine in WV that had an Internal Medicine residency
program. The experts that participated in the study were asked to submit their curriculum
vitae to see if they met the criteria stated above.
Faculty members from WVU’s School of Medicine in the Morgantown and
Charleston Divisions and Marshall’s School of Medicine in Huntington, WV, who were
interested in women’s health were contacted. The researcher planed to have between 12-15
panel members. Having individuals from different schools within the state allowed for a
wider range of ideas and a broader acceptability of the content areas when the study was
completed. To maximize the number of panel members participating, they were contacted
through various forms; in person, by telephone, and by letter to explain the research. The
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various forms of contact gave them an opportunity to ask questions and indicate to the
researcher their willingness to participate in the study.
Those that participated were asked to complete a participation form and attach their
vitae. If they could not participate, the researcher asked them to recommend another possible
candidate. Panel member’s areas of expertise supported their interest in women’s health.
Some of the health areas indicated were women’s physical development, women’s mental
health, obstetrics and gynecology, geriatric medicine as it relates to women, prevention,
domestic violence, clinical psychology, behavioral medicine and psychiatry, and
cardiovascular disease prevention in women.
Of the panel members, 50% were General Internal Medicine physicians, 13% were
Family Medicine physicians, 19% of the physicians were in the fields of
obstetrics/gynecology, rheumatology and endocrinology or held a position as a clinical
director and a physician in private practice. Nineteen percent of the panel members were
PhD’s in nutrition, behavioral medicine and women’s health. Of the 16 panel members, 9
physicians were from the Morgantown site, 2 physicians were from the Charleston site, 2
physicians were from the Marshall site, and 3 PhD’s were from the Morgantown site.
Following selection of the panel members, the first round of the modified Delphi
survey instrument was mailed. Both campus mail and the U. S. Post Office were used. Two
weeks were allowed for the panel members to complete and return the survey instrument. If
the survey instrument was not returned within the two-week time period, a telephone call was
made or a letter was mailed from the researcher. Faxed surveys were also accepted.
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Design of the modified Delphi instrument
The prioritizing of women’s health topics, within the selected content, and the
methods of instructional delivery were the primary foci of the modified Delphi instrument.
Prior to the development of the survey instrument, women’s health issues in the literature and
documents from public and private agencies and public and private colleges were reviewed.
Methods of instructional delivery were also researched.
Content items for each round were based on women’s health issues found through the
review of literature, content items developed from the National Academy on Women’s Health
Medical Education, (NAWHME), and instructional delivery methods found in the literature.
The survey instrument, participant letter, and directions for the instrument were pilot tested by
medical faculty at WVU (not the panel members) for readability, clarity, and length of time
needed to respond. After pilot testing the materials, the researcher made any necessary
changes to the materials.
Development of the instrument
Content topics and sub-topic items for the survey instrument were selected from a
review of the literature on women’s health issues and the women’s health items developed by
NAWHME. Instructional delivery methods had been selected through a literature review.
The general headings for the women’s health content were presented in all three
rounds of the survey instrument. The topics were be listed as follows: autoimmune disease,
breast conditions, cardiac diseases, dermatology, disability, eating abnormalities, endocrine
disorders, gastrointestinal diseases, infectious diseases, medications, menstruation,
menopause, musculoskeletal disorders, neurologic disorders, occupational disorders, oral
health, psychological/psychiatric disorders, preventive health, reproduction, sexuality,
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substance abuse, urinary tract diseases, and violence and assault. Panel members were asked
to add a content topic and/or sub-topic.
The 15 instructional delivery methods for round three were presented as follows:
lecture, demonstration, discussion, inquiry, role playing, panel and debate, computer-assisted
instruction (CAI), laboratory, observation, video, slides, models, standardized patient,
problem-based learning (PBL), and clinical (in-patient, out-patient).
Gathering the data
Round one
For round one, panel members received a letter that (1) thanked them for participating
in the study, (2) included directions for completing the survey instrument, and (3) the survey
instrument that consisted of women’s health content items. A self-addressed return envelope
was also enclosed. Panel members were asked to rank-order the pre-selected content for a
women’s health course. If a panel member chose to add a content area(s), he/she placed their
additions on the addition page along with their ranking. Once the survey instruments were
returned, frequencies and median scores of each content topic and sub-topic were obtained.
Panel members were given two weeks to respond. If an individual did not return the
survey instrument in the two-week period, a follow up telephone call was made. A letter
would have been sent if the panel member could not be reached.
Round two
A rank-ordered list, and the additions, was presented to the panel members in round
two. For the second round, panel members were asked to respond in two parts.
(1) Having seen the consensus ranking, they were to retain or change their previous ranking of
the topics and sub-topics. (2) Since the additions appeared for the first time in the second
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round, the panel members were asked to rank each additional topic and sub-topic. Data was
tabulated using the median for the rank-ordered topics and subtopics. A letter with directions
and a return envelope accompanied the survey instrument. Panel members were given two
weeks to complete the second round and return the survey instrument. If the panel members
did not return the form within the two-week period, a follow up telephone call was made. A
letter was sent if the panel member could not be reached.
Round three
For round three, the panel members were asked to respond to two sections within the
survey form. (1) The panel members were asked to complete the final ranking of the
women’s health topics and sub-topics. Having seen the consensus rankings from round two,
they could elect to change their previous ranking. (2) The panel members were asked to select
from the list of instructional delivery methods, which method they currently used for teaching
that particular topic, if they taught it; (3) The panel members were asked to select the
instructional delivery methods they believed would best present each of the women’s health
topics. Data was tabulated and presented to the panel members in the form of medians for the
content items and frequencies for the instructional delivery methods.
Panel members were given three weeks to respond and mail back the questionnaire.
If the panel members did not return the form within the three-week period, a follow up call
was made. A letter was sent if the panel member could not be reached.
Data analysis
Each round was analyzed separately. The median was sought for the rank-ordered
women’s health topics and sub-topics to determine priority, and frequencies for the
appropriate instructional delivery methods. The median was chosen as the preferred statistic
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because it allowed for scores that fell in the upper or lower half of the distribution. The
median is less sensitive to extreme scores than the mean and makes a better measure than the
mean, especially for highly skewed distributions. When there is an odd amount of numbers,
the median is the middle number. When there is an even amount of numbers, the median is
the average of the two middle numbers. According to Murry and Hammons, (1995) it is a
good method to use for analyzing rank-ordered data.
The analyses showed the levels of priority for the women health topics and sub-topics
and the major instructional delivery methods that were used to teach the women’s health
topics to Internal Medicine residents.
Findings and conclusions
This section contains a discussion of the overall findings for each round concerning
the content for women’s health topics and sub-topics, the levels of priority indicated by the
panel members, and the major instructional delivery methods identified. The findings were
used to address each of the three study questions. Conclusions were formulated based on the
synthesis of this research. The researcher also looked for trends of priority within the topics
covered in each round of the study.
Summary of results and recommendations for further research
The problem of the study was to determine overall content, priority of content, and
methods of instructional delivery for women’s health topics within the Internal Medicine
residency program at WVU. The data was summarized to show an acceptance level from the
panel members for the women’s health topics, the level of priority of the topics, and the major
instructional methods used to teach the content to Internal Medicine residents.
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Recommendations for further research in the areas of women’s health and
instructional methods were made to indicate where such research could further refine the
content being taught to Internal Medicine residents.
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CHAPTER FOUR
Data Analysis
This chapter presents the analysis of data. The results were reported in four sections:
(1) Section one contains results of initiating the study and a profile of the participating panel
members; (2) Section two contains the analysis of Round One of the modified Delphi study;
(3) Section three contains the analysis of Round Two of the modified Delphi study; (4)
Section four reports on the analysis of Round Three of the modified Delphi study and results
of the current and ideal instructional delivery methods survey.

Panel members
Each participating panel member met the criteria of having worked in the field of
women’s health for at least two years, possessed a M.D. or a Ph.D., and had an interest in
women’s health. After all panel participation forms were returned, a 16-member panel who
met the above criteria, was created. Panel members had an average of eight years of
experience, ranging from two to twenty-seven years in the health care profession. The panel
consisted of six assistant professors, five associate professors, four full professors, and a
physician in private practice. The panel started with three males and thirteen females and
concluded with three males and eleven females participating. After the initial round, a full
professor and an assistant professor dropped out of the study.
Analysis of Round One
The round one information packet contained: (1) A letter thanking each for his/her
participation; (2) directions for completing the survey; (3) the survey instrument; and (4) a
stamped, self-addressed envelope. (See Appendix A) The panel members were asked to rate
from one to five, indicating a level of importance (one being least important, five being most
70

important) for each relative topic being included in the women’s health component. Topics
and sub-topics were derived from a through review of the literature and a sourcebook created
by the American Women’s Medical Association.
Panel members were also asked to recommend topics or sub-topics to the content. If
they suggested a sub-topic, they were also to indicate what topic it would fall under. The
panel members were given two weeks to return the survey. Follow-up calls were made as
needed. Of the sixteen surveys mailed for round one, sixteen were returned for a one hundred
percent response rate. Several follow up calls were needed. A log was maintained to record
the surveys mailed, the number returned, and the reminder needed.
The round one survey contained twenty-four topics and sixty-three sub-topics to be
ranked. Round one results were displayed in Table 1. The table lists the topics and sub-topics
with median group rankings. The levels of importance are as follows:
•

5 = Extremely high importance

•

4 = Very high importance

•

3 = Moderate importance

•

2 = Some importance

•

1 = Low importance
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TABLE 1.
WOMEN HEALTH TOPICS
ROUND ONE RESULTS
Listed below are the topics and sub-topics that have a median score of 5.0 - 1.0 (Extremely High Importance to
Low Importance).

CONTENT TOPICS
AND SUB-TOPICS
1. Autoimmune disease
a. Rheumatoid arthritis
b. Thyroiditis
c. Collagen vascular syndromes
2. Breast conditions
a. Breast exam
b. Breast augmentation or reduction
c. Benign breast disease
d. Galactorrhea
e. Lactation
f. Breast malignancy

Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS
3.00 6. Disability

3.00

3.00
3.00
3.00

3.00
3.00
3.00

a. Finances and disabled women
b. Occupation and disabled women
c. Sexuality and disabled women

5.00 7. Eating abnormalities

4.00

4.50
3.00
4.00
4.00
4.00
5.00

4.00
4.00
4.00
4.00
4.00

a. Anorexia
b. Body Image
c. Bulimia
d. Malnutrition
e. Obesity
8. Endocrine disorders

3. Cardiac diseases
a. Coronary artery disease
b. Dyslipidemia
c. Mitral valve prolapse

5.00
4.00
3.00

a. Diabetes mellitus
b. Hyper/hypothyroidism
c. Hirsutism/virilization

4.00
4.00
3.00
3.50

3.00

a. Aging skin
b. Cosmetic surgery

3.00
2.00

5. Diagnostic technology

4.00

a. Electronic fetal monitoring
b. Osteoporosis screening
c. Genetic testing
d. Mammography
e. Exercise stress testing

4.00

5.00

9. GI diseases
4. Dermatology

Median
Group
Ranking

a. Fecal incontinence/pelvic floor
Abnormal
b. Inflammatory bowel syndrome
c. Irritable bowel syndrome
d. Cholelithiasis

3.50 10. Infectious diseases
4.00
3.00
a. HIV/AIDS
5.00
4.00 11. Medication
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3.50
3.00
3.00
3.00
4.00
4.00
4.00

TABLE 1. (Continued)
WOMEN HEALTH TOPICS
ROUND ONE RESULTS
Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS

Median
Group
Ranking

12. Menopause

5.00 19. Preventive health

5.00

13. Menstruation

4.00

5.00
5.00

14. Musculoskeletal disorders

4.00

CONTENT TOPICS
AND SUB-TOPICS

a. Foot deformities
b. Fibromyalgia
c. Osteoarthritis
d. Osteoporosis
e. Hip fracture
f. Tempero-mandibular dysfunction
15. Neurologic disorders
a. Migraine and headache
b. Sleep disorders
c. Chronic fatigue syndrome
16. Occupational disorders
a. Carpal Tunnel Syndrome
b. Computer/visual disorders
c. Associated with gender bias

a. Smoking cessation
b. Exercise

20. Reproduction
2.00
3.50
a. Pelvic Exam
4.00
5.00 21. Sexuality
4.00
2.00 22. Substance abuse

4.00
4.50
4.00
4.00

4.00 23. Urinary tract diseases

4.00

4.00
3.00
3.00

4.00
4.00
3.00

a. Incontinence
b. Recurrent UTI
c. Interstitial cystitis

3.00 24. Violence and assault

5.00

3.00
2.50
3.00

4.00
4.00
4.50
4.50
4.00

17. Oral health

2.50

18. Psychological/psycholo disorders

4.00

a. Depression
b. Chronic anxiety/phobia
c. Post-traumatic stress syndrome
d. Psychosomatic disorder
e. Sexual abuse

4.00
3.00
3.00
3.00
3.50
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a. Child abuse & incest
b. Elder abuse
c. Physical/emotional abuse
d. Sexual assault
e. Sexual harassment

Of the twenty-four topics, five (21%), were rated a 5.00 (extremely high importance)
on the rating scale, breast conditions, cardiac diseases, preventive health, menstruation, and
violence and assault. Thirteen topics (54%), were rated a 4.00 on the rating scale (very high
importance). They were diagnostic technology, eating
abnormalities, endocrine diseases, infectious diseases, medication, menstruation,
musculoskeletal disorders, neurologic disorders, psychological/psychiatric disorders,
reproduction, sexuality, substance abuse, and urinary tract disease. One topic, gastrointestinal
diseases (4%), rated a 3.50 on the rating scale and four topics (17%), rated a 3.00 on the
rating scale (moderate importance). They were autoimmune disease, dermatology, disability,
and occupational disorders. One topic, oral health (4%), rated a 2.50 (some importance). No
topics were rated for some or low importance during round one of the survey.
Of the sixty-three sub-topics, 6 (10%), were rated 5.00 (extremely high importance)
on the rating scale, breast malignancy, smoking cessation, coronary artery disease, exercise,
mammography, and osteoporosis. Four sub-topics (6%), were rated 4.50, breast exam, pelvic
exam, physical/emotional abuse, and sexual assault. Of the remaining sub-topics, twentythree (37%), were rated 4.00; 4 (6%), were rated 3.50; 22 (35%), were rated 3.00; 1 (2%),
was rated 2.50; and 3 (3%), were rated 2.00. Cosmetic surgery, foot deformities, and
tempero-mandibular dysfunction were the lowest rated sub-topics for round one. None of the
round one sub-topics were rated low importance.
In the first round, panel members were asked to identify additional topics and subtopics, if any, that should be added. If panel members listed a sub-topic, they were asked to
place it under the corresponding topic. Four topics and twenty-seven sub-topics were thus
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indicated. They were listed under the topics of Alternative Medicine, Cardiac disease,
Dermatology, Disability, Infectious disease, Medications, Menstruation, Menopause,
Oncology, Preventive health and Reproduction. Table 2 shows the additional topics and subtopics.
TABLE 2.
ADDITIONAL TOPICS AND SUB- TOPICS
ROUND ONE
Listed below are the written additional topics and sub-topics from Round One.

ADDITIONAL TOPICS
Alternative medicine
Chiropractic
Alcohol, tobacco, and other drugs
Oncology
Colon cancer screening
ADDITIONAL SUB-TOPICS
Cerebrovascular disease
Estrogen replacement therapy
Hypertension
Dysmenorrhea
Tanning booth use
Pre-menstrual syndrome
Sunscreen protection
Contraception
Acne
STD education and prevention
Handicapped parking
Nutrition
Sexually transmitted diseases
Infertility
Pelvic inflammatory diseases
Menopausal symptoms
Hormone replacement therapy
Birthing alternatives
Natural remedies
Endometriosis
Compliance with script medicationss
Hysterectomy
Over the counter medications
Dysfunctional uterine bleeding
Health and nutritional supplement
Abortion

Analysis of Round Two
The tabulated results of round one were returned to the 16 panel members. Median
scores and individual panel member scores were provided for each topic and sub-topic so the
panel members could see their response along with the group response and then decide if they
wanted to alter their initial response. A second information packet containing directions for

75

completing round two and a self-addressed stamped return envelope was mailed to each
participating panel member (See Appendix B).
Panel members were asked to review all of the content items. If they wanted to
change their responses, they could do so, using the same scale as in round one. Again panel
members were given two weeks to return the survey. A total of fourteen surveys were
returned by the panel members for an 88% return rate. Follow up calls were made to the
panel members who did not return their surveys, but two of the panel members did not
respond and were therefore removed from the study.
Round two showed a minor shift in panel responses. Four new topics were added,
abortion, alcohol, tobacco and drugs, alternative medicine, and oncology. The number and
content of the topics given a 5.00 rating remained at 18%. Thirteen topics (46%), were rated
4.00 including one of the additional topics, alcohol, tobacco, and drugs. One topic,
gastrointestinal diseases (4%), was rated 3.50. Eight topics (29%), were rated 3.00. The
added topics of oncology, alternative medicine, and abortion were rated 3.00. One topic oral
health, (4%), was rated 2.50.
In round two, the panel members reduced the topic musculoskeletal disorders from
4.00 to 3.00. Oral health continued to receive the lowest rating, 2.50. One topic, disability,
moved up from 3.00 to 4.00 in this round.
Twenty-seven new sub-topics were added in round two. They were as follows:
cerebrovascular disease, chiropractic, colon cancer screening, hypertension, tanning booth
use, sunscreen protection, acne, handicapped parking, sexually transmitted diseases, pelvic
inflammatory diseases, hormone replacement therapy, natural remedies, compliance with
prescriptions, over the counter medications, health and nutritional supplement, estrogen
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replacement therapy, dysmenorrhea, pre-menstrual syndrome, contraception, STD education
and prevention, nutrition, infertility, menopausal symptoms, birthing alternatives,
endometriosis, hysterectomy, and dysfunctional uterine bleeding.
Of the 92 sub-topics, ten (11%), were given a 5.00 rating (Five of these are
additions). These were, breast exam, breast malignancy, coronary artery disease,
mammography, hormone replacement therapy, estrogen replacement therapy, smoking
cessation, exercise, contraception, and the pap smear. Six sub-topics (7%), were rated 4.50.
These were, sexually transmitted diseases, osteoporosis, STD education and prevention,
sexual assault, pelvic exam and physical/emotional abuse. Thirty-five sub-topics (38%), were
rated 4.00; four sub-topics (4%), were rated 3.50; thirty-one sub-topics (34%), were rated
3.00; two sub-topics (3%), were rated 2.50; and four sub-topics (4%), were rated 2.00. The
breast exam sub-topic was up-graded from a 4.50 in the first round to a 5.00 rating in the
second round.
Several sub-topics were down-graded by .50 from the first round. They were, breast
augmentation/reduction (3.00 to 2.50); body image (4.00 to 3.50); fecal incontinence/pelvic
floor abnormal (3.50 to 3.00); fibromyalgia (3.50 to 3.00); osteoporosis (5.00 to 4.50);
chronic fatigue syndrome (3.00 to 2.50); HIV/AIDS (4.00 to 3.50); sexual abuse (3.50 to
3.00); pelvic exam (4.50 to 4.00); child abuse and incest (4.00 to 3.50); elder abuse (4.00 to
3.50); physical/emotional abuse (4.50 to 4.00) and computer/visual disorders (2.50 to 2.00).
The lowest ranking sub-topics, rating 2.00 were: tempero-mandibular dysfunction, foot
deformities, cosmetic surgery and computer/visual disorders.
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Panel members rated all of the recommended additional topics and sub-topics for
the first time in this round. The results of round two with the additions incorporated are
shown in Table 3. An asterisk indicates the additional topics and sub-topics.
TABLE 3.
WOMEN HEALTH TOPICS
ROUND TWO RESULTS
Listed below are the topics and sub-topics that have a median score of 5.0 - 1.0. (Extremely High
Importance to Low Importance). The additional Topics and Sub-Topics from Round One were
integrated into this Table and are indicated by an asterisk

Median
CONTENT TOPICS
AND SUB-TOPICS

Median

Group CONTENT TOPICS
Ranking AND SUB-TOPICS

Group
Ranking

1. Abortion *

3.00 7. Dermatology

3.00

2. Alcohol, tobacco & other drugs *

4.00

3. Alternative medicine *

3.00

3.00
2.00
3.00
4.00
3.00

a. Chiropractic
4. Autoimmune disease
a. Rheumatoid arthritis
b. Thyroiditis
c. Collagen vascular syndromes
5. Breast conditions
a. Breast exam
b. Breast augmentation or reduction
c. Benign breast disease
d. Galactorrhea
e. Lactation
f. Breast malignancy
6. Cardiac diseases
a. Coronary artery disease
b. Dyslipidemia
c. Mitral valve prolapse
d. Cerebrovascular disease *
e. Hypertension *

3.00

a. Aging skin
b. Cosmetic surgery
c. Tanning booth use *
d. Sunscreen protection *
e. Acne *

3.00 8. Diagnostic technology

3.00

3.00
3.00
3.00

3.00
4.00
3.00
5.00
4.00

5.00

a. Electronic fetal monitoring
b. Osteoporosis screening
c. Genetic testing
d. Mammography
e. Exercise stress testing

5.00 9. Disability
2.50
4.00
a. Finances and disabled women
4.00
b. Occupation and disabled women
4.00
c. Sexuality and disabled women
5.00
d. Handicapped parking *

3.00
3.00
3.00
2.50

5.00 10. Eating abnormalities

4.00

5.00
4.00
3.00
4.00
4.00

4.00
3.50
4.00
4.00
4.00
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a. Anorexia
b. Body Image
c. Bulimia
d. Malnutrition
e. Obesity

4.00

TABLE 3. (Continued)
WOMEN HEALTH TOPICS
ROUND TWO RESULTS

CONTENT TOPICS
AND SUB-TOPICS
11. Endocrine disorders
a. Diabetes mellitus
b. Hyper/hypothyroidism
c. Hirsutism/virilization
12. GI Diseases
a. Fecal incontinence/pelvic floor
Abnormal
b. Inflammatory bowel syndrome
c. Irritable bowel syndrome
d. Cholelithiasis
13. Infectious diseases
a. HIV/AIDS
b. Sexually transmitted diseases *
c. Pelvic inflammatory diseases *
14. Medication
a. Hormone replacement therapy *
b. Natural remedies *
c. Compliance with prescriptions *
d. Over the counter medications *
e. Health & nutritional supplement
15. Menopause
a. Estrogen replacement therapy *

Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS

Median
Group
Ranking

4.00 16. Menstruation

4.00

4.00
4.00
3.00

a. Dysmenorrhea *
b. Pre-menstrual syndrome *

4.00
4.00

17. Musculoskeletal disorders

3.00

3.50
a. Foot deformities
b. Fibromyalgia
c. Osteoarthritis
d. Osteoporosis
e. Hip fracture
f. Tempero-mandibular
Dysfunction

2.00
3.00
4.00
4.50
4.00
2.00

18. Neurologic disorders

4.00

3.00
3.00
3.00
3.00
4.00
3.50
4.50
4.00

a. Migraine & headache
Syndrome
b. Sleep disorders
c. Chronic fatigue syndrome

4.00

4.00
3.00
2.50

5.00 19. Occupational disorders
3.00
3.00
a. Carpal tunnel syndrome
3.00
b. Computer/visual disorders
3.00
c. Associated with gender bias

3.00
2.00
3.00

5.00 20. Oncology *

3.00

5.00

4.00

a. Colon cancer screening *
21. Oral health
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3.00

2.50

TABLE 3. (Continued)
WOMEN HEALTH TOPICS
ROUND TWO RESULTS

CONTENT TOPICS
AND SUB-TOPICS
22. Psychological/psychiatric disorders
a. Depression
b. Chronic anxiety/phobia
c. Post traumatic stress syndrome
d. Psychomatic disorder
e. Sexual abuse
23. Preventive health
a. Smoking cessation
b. Exercise
c. Contraception *
d. STD education & prevention *
e. Nutrition *
f. Healthy diet *
g. Pap smear *
24. Reproduction
a. Pelvic exam
b. Infertility *
c. Menopausal symptoms *
d. Birthing alternatives *
e. Endometriosis *
f. Hysterectomy *
g. Dysfunctional uterine bleeding *

Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS

Median
Group
Ranking

4.00 27. Urinary tract diseases

4.00

4.00
a. Incontinence
3.00
b. Recurrent UTI
3.00
c. Interstitial cystitis
3.00
3.00 28. Violence and assault

4.00
4.00
3.00

5.00

3.50
3.50
4.00
4.50
4.00

5.00
5.00
5.00
4.50
4.00
4.00
5.00
4.00
4.00
4.00
4.00
3.00
4.00
4.00
4.00

25. Sexuality

4.00

26. Substance abuse

4.00
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a. Child abuse & incest
b. Elder abuse
c. Physical/emotional abuse
d. Sexual assault
e. Sexual harassment

5.00

Analysis of Round Three
A third information packet containing directions for completing round three and a
self-addressed stamped return envelope was mailed to each panel member. (See Appendix C).
Within the information packet were the round two median scores and the individual panel
member scores for the topics and sub-topics.
Fourteen surveys were mailed and returned in round three. Panel members were
asked to review all responses from round two. Panel members could again change their
response by circling a number from 5-1, using the same scale as the previous two rounds. In
addition, panel members were also asked to review the list of topic areas and identify the
instructional delivery methods they currently use to teach the topics.
The panel members were also asked to indicate the instructional delivery methods
they believed to be the ideal to use in a teaching setting.
If a panel member did not teach, they were asked to respond as though they were
teaching. Panel members were given two weeks to return the survey. Results of round three
are shown in Table 4.
Of the 28 topics in round three, there was only a slight shift in panel responses. Five
(18%) of the topics were rated 5.00, identical with the previous round. These were,
breast conditions, cardiac disease, menopause, preventive health, and violence and assault.
Thirteen topics (46%) were rated 4.00, also identical with the previous round.
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TABLE 4.
WOMEN HEALTH TOPICS
ROUND THREE RESULTS
Listed below are the topics and sub-topics that have a median score of 5.0 - 1.0. (Extremely High
Importance to Low Importance).

CONTENT TOPICS
AND SUB-TOPICS

Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS

Median
Group
Ranking

1. Abortion

3.00 7. Dermatology

3.00

2. Alcohol, tobacco & other drugs

4.00

3. Alternative medicine

3.00

a. Aging skin
b. Cosmetic surgery
c. Tanning booth use
d. Sunscreen protection
e. Acne

3.00
2.00
3.00
4.00
3.00

3.00 8. Diagnostic technology

4.00

3.00
3.00
3.00

3.00
4.00
3.00
5.00
4.00

a. Chiropractic
4. Autoimmune disease
a. Rheumatoid arthritis
b. Thyroiditis
c. Collagen vascular syndromes
5. Breast conditions
a. Breast exam
b. Breast augmentation or
Reduction
c. Benign breast disease
d. Galactorrhea
e. Lactation
f. Breast malignancy
6. Cardiac diseases
a. Coronary artery disease
b. Dyslipidemia
c. Mitral valve prolapse
d. Cerebrovascular disease
e. Hypertension

3.00

5.00

a. Electronic fetal monitoring
b. Osteoporosis screening
c. Genetic testing
d. Mammography
e. Exercise stress testing

5.00 9. Disability
2.00
a. Finances & disabled women
4.00
b. Occupation & disabled women
4.00
c. Sexuality & disabled women
4.00
d. Handicapped parking
5.00
10. Eating abnormalities
5.00
a. Anorexia
5.00
b. Body image
4.00
c. Bulimia
3.00
d. Malnutrition
4.00
d. Obesity
4.00
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3.00
3.00
3.00
3.00
2.50
4.00
4.00
3.50
4.00
4.00
4.00

TABLE 4. (Continued)
WOMEN HEALTH TOPICS
ROUND THREE RESULTS

CONTENT TOPICS
AND SUB-TOPICS
11. Endocrine disorders
a. Diabetes mellitus
b. Hyper/hypothyroidism
c. Hirsutism/virilization
(polycystic ovaries)
12. GI Diseases
a. Fecal incontinence/pelvic floor
Abnormal
b. Inflammatory bowel syndrome
c. Irritable bowel syndrome
d. Cholelithiasis
13. Infectious diseases
a. HIV/AIDS
b. Sexually transmitted diseases
c. Pelvic inflammatory diseases
14. Medications
a. Hormone replacement therapy
b. Natural remedies
c. Compliance with prescriptions
d. Over the counter medications
e. Health & nutritional
Supplement
15. Menopause
a. Estrogen replacement therapy
16. Menstruation
a. Dysmenorrhea
b. Pre-menstrual syndrome

Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS

Median
Group
Ranking

4.00 17. Musculoskeletal disorders

3.00

4.00
4.00
3.00

2.00
3.00
4.00
4.50
4.00

3.00

a. Foot deformities
b. Fibromyalgia
c. Osteoarthitis
d. Osteoporosis
e. Hip fracture
f. Tempero-mandibular
Dysfunction

3.00
3.00 18. Neurologic disorders
3.00
3.00
a. Migraine & headache
Syndromes
4.00
b. Sleep disorders
c. Chronic fatigue syndrome
3.50
4.50 19. Occupational disorders
4.00
a. Carpel tunnel syndrome
4.00
b. Computer/visual disorders
c. Associated with gender bias
5.00
3.00 20. Oncology
3.00
3.00
a. Colon cancer screening
3.00
21. Oral health
5.00 22. Psychological/psychiatric
Disorders
5.00
a. Depression
b. Chronic anxiety/phobia
4.00
c. Post-traumatic stress syndrome
d. Psychosomatic disorder
4.00
e. Sexual abuse
4.00
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2.00

4.00

4.00
3.00
2.50
3.00
3.00
2.00
3.00
3.00
4.00
2.50
4.00
4.00
3.00
3.00
3.00
3.00

TABLE 4. (Continued)
WOMEN HEALTH TOPICS
ROUND THREE RESULTS

CONTENT TOPICS
AND SUB-TOPICS
23. Preventive health
a. Smoking cessation
b. Exercise
c. Contraception
d. STD education & prevention
e. Nutrition
f. Healthy diet
g. Pap smear
24. Reproduction
a. Pelvic exam
b. Infertility
c. Menopausal symptoms
d. Birthing alternatives
e. Endometriosis
f. Hysterectomy
g. Dysfunctional uterine bleeding

Median
Group CONTENT TOPICS
Ranking AND SUB-TOPICS
5.00 28. Violence and assault

5.00

5.00
5.00
5.00
4.50
4.00
4.00
5.00

3.50
3.50
4.00
4.50
4.00

a. Child abuse and incest
b. Elder abuse
c. Physical/emotional abuse
d. Sexual assault
e. Sexual harassment

4.00
4.00
4.00
4.00
3.00
4.00
4.00
4.00

25. Sexuality

4.00

26. Substance abuse

4.00

27. Urinary tract diseases

4.00

a. Incontinence
b. Recurrent UTI
c. Interstitial cystitis

Median
Group
Ranking

4.00
4.00
3.00

The topic of gastrointestinal diseases dropped from 3.50 in round one and two, to 3.00
in round three. This created a greater number of topics, nine (32%), that rated 3.00. Oral
health remained the lowest ranked topic at 2.50 for each round of the survey. All of the
remaining topics rated the same. The median did not fall below 2.00 for any of the topics.
Table 5 contains the final topics and sub-topics in rank-order. Table 6 shows each round of
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the study with their respective scores for each topic, sub-topic, and the additions. The items
in bold are those that changed over the course of the three rounds. The majority of the
content items remained constant and only a minor shift in the topics and sub-topics was
detected over the course of the research. Figure 1 displays the levels of importance of the
final topics and Figure 2 shows the level of importance of the final sub-topics.
Of the 92 sub-topics, 10 (11%), were rated 5.00, same as the previous round.
These were, breast exam, breast malignancy, coronary artery disease, mammography,
hormone replacement therapy, estrogen replacement therapy, smoking cessation, exercise,
contraception, and the pap smear. Four sub-topics (4%), were rated 4.50. These were,
STD’s, STD education and prevention, sexual assault and osteoporosis. Thirty-five subtopics (38%), were rated 4.00; 4 (4%), were rated 3.50; 32 (35%), were rated 3.00; 2 (2%),
rated 2.50; and 5 (5%), were rated a 2.00. None of the sub-topics were rated below a 2.00.
Several sub-topics were lowered in this round. Breast augmentation moved down
from the previous round by 0.50 (2.50 to 2.00). The sub-topics, computer/visual disorders,
cosmetic surgery, foot deformities, and tempero-manidbular dysfunction remained at 2.00.
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TABLE 5.
FINAL RESULTS TOPICS AND SUB TOPICS
RANK-ORDERED BY TOPIC

FINAL TOPICS
Violence and assault
Sexual assault
Sexual harassment
Physical/emotional abuse
Elder abuse
Child abuse and incest
Preventive health
Smoking cessation
Exercise
Contraception
Pap Smear
STD Education and Prevention
Nutrition
Healthy diet
Menopause
Estrogen replacement therapy
Cardiac diseases
Coronary artery disease
Dyslipidemia
Cerbrovascular disease
Hypertension
Mitral valve prolapse
Breast conditions
Breast exam
Breast malignancy
Benign breast disease
Galactorrhea
Lactation
Breast augmentation or reduction
Urinary tract diseases
Incontinence
Recurrent UTI
Interstitial cystitis

Median
Rank
Order FINAL TOPICS
5.00 Substance abuse
4.50
4.00 Sexuality
4.00
3.50 Reproduction
3.50 Pelvic exam
Infertility
5.00 Menopausal symptoms
5.00 Endometriosis
5.00 Hysterectomy
5.00 Dysfunctional uterine bleeding
5.00 Birthing alternatives
4.50
4.00 Psychological/psychiatric disorders
4.00 Depression
Chronic anxiety/phobia
5.00 Post traumatic stress syndrome
5.00 Psychosomatic disorder
Sexual abuse
5.00
5.00 Neurologic disorders
4.00 Migraine and headache syndrome
4.00 Sleep disorders
4.00 Chronic fatigue syndrome
3.00
Menstruation
5.00 Dysmenorrhea
5.00 Pre-menstrual syndrome
5.00
4.00 Medication
4.00 Hormone replacement therapy
4.00 Natural remedies
2.00 Compliance with prescriptions
Over the counter medications
4.00 Health and nutritional supplement
4.00
4.00 Infectious diseases
3.00 Sexually transmitted diseases
Pelvic inflammatory diseases
HIV/AIDS
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Median
Rank
Order
4.00
4.00
4.00
4.00
4.00
4.00
4.00
4.00
4.00
3.00
4.00
4.00
3.00
3.00
3.00
3.00
4.00
4.00
3.00
2.50
4.00
4.00
4.00
4.00
5.00
3.00
3.00
3.00
3.00
4.00
4.50
4.00
3.50

TABLE 5. (CONTINUED)
FINAL RESULTS TOPICS AND SUB TOPICS
RANK-ORDERED BY TOPIC

FINAL TOPICS

Median
Rank
Order FINAL TOPICS

Median
Rank
Order
3.00
3.00
3.00
3.00
3.00

Eating abnormalties
Anorexia
Bulimia
Malnutrition
Obesity
Body Image

4.00 GI diseases
4.00 Fecal incontinence
4.00 Inflammatory bowel syndrome
3.00 Irritable bowel syndrome
Cholelithiasis
4.00
4.00 Disability
4.00 Finances and disabled women
4.00 Occupation and disabled women
4.00 Sexuality and disabled women
3.50 Handicapped parking

Diagnostic technology
Mammography
Osteoporosis screening
Exercise stress testing
Electronic fetal monitoring
Genetic testing

4.00 Dermatology
5.00 Sunscreen Protection
4.00 Aging skin
4.00 Tanning booth use
3.00 Acne
3.00 Cosmetic surgery

3.00
4.00
3.00
3.00
3.00
2.00

Alcohol, tobacco, & drugs
Oncology
Colon cancer screening

4.00 Autoimmune disease
Rheumatoid arthritis
3.00 Thyroiditis
4.00 Collagen vascular syndromes

3.00
3.00
3.00
3.00

Occupational disorders
Carpel tunnel syndrome
Associated with gender bias
Computer/visual disorder

3.00 Alternative medicine
3.00 Chiropractic
3.00
2.00 Abortion

3.00
3.00

Musculoskeletal disorders
Osteoporosis
Osteoarthritis
Hip fracture
Fibromyalgia
Tempero-mandibular dysfunction
Foot deformities

3.00 Oral health
4.50
4.00
4.00
3.00
2.00
2.00

2.50

Endocrine disorders
Diabetes mellitus
Hyper/hypothyroidism
Hirsutism/virilization
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3.00
3.00
3.00
3.00
2.50

3.00

TABLE 6
SUMMARY OF SURVEY ROUNDS
Listed below are the median scores for each Round of the Study. Scores of the topics and sub-topics that
changed over the course of each round are in bold type.

CONTENT TOPICS
AND SUB-TOPICS (in alphabetical order)

ROUND 1
MEDIAN
GROUP
RANKING

ROUND 2
MEDIAN
GROUP
RANKING

ROUND 3
MEDIAN
GROUP
RANKING

1. Abortion

3.00

3.00

2. Alcohol, tobacco & other drugs

4.00

4.00

3. Alternative medicine
a. Chiropractic

3.00
3.00

3.00
3.00

4. Autoimmune disease
a. Rheumatoid arthritis
b. Thyroiditis
c. Collagen vascular syndromes

3.00
3.00
3.00
3.00

3.00
3.00
3.00
3.00

3.00
3.00
3.00
3.00

5. Breast conditions
a. Breast exam
b. Breast augmentation or reduction
c. Benign breast disease
d. Galactorrhea
e. Lactation
f. Breast malignancy

5.00
4.50
3.00
4.00
4.00
4.00
5.00

5.00
5.00
2.50
4.00
4.00
4.00
5.00

5.00
5.00
2.00
4.00
4.00
4.00
5.00

6. Cardiac diseases
a. Coronary artery disease
b. Dyslipidemia
c. Mitral valve prolapse
d. Cerebrovascular disease *
e. Hypertension *

5.00
5.00
4.00
3.00

5.00
5.00
4.00
3.00
4.00
4.00

5.00
5.00
4.00
3.00
4.00
4.00

7. Dermatology
a. Aging skin
b. Cosmetic surgery
c. Tanning booth use *
d. Sunscreen protection *
e. Acne *

3.00
3.00
2.00

3.00
3.00
2.00
3.00
4.00
3.00

3.00
3.00
2.00
3.00
4.00
3.00
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TABLE 6 (Continued)
SUMMARY OF SURVEY ROUNDS

CONTENT TOPICS
AND SUB-TOPICS (in alphabetical order)

ROUND 1
MEDIAN
GROUP
RANKING

ROUND 2
MEDIAN
GROUP
RANKING

ROUND 3
MEDIAN
GROUP
RANKING

8. Diagnostic technology
a. Electronic fetal monitoring
b. Osteoporosis screening
c. Genetic testing
d. Mammography
e. Exercise stress testing

4.00
3.50
4.00
3.00
5.00
4.00

3.00
3.00
4.00
3.00
5.00
4.00

4.00
3.00
4.00
3.00
5.00
4.00

9. Disability
a. Finances & disabled women
b. Occupation & disabled women
c. Sexuality & disabled women
d. Handicapped parking *

3.00
3.00
3.00
3.00

4.00
3.00
3.00
3.00
2.50

3.00
3.00
3.00
3.00
2.50

10. Eating abnormalities
a. Anorexia
b. Body image
c. Bulimia
d. Malnutrition
d. Obesity

4.00
4.00
4.00
4.00
4.00
4.00

4.00
4.00
3.50
4.00
4.00
4.00

4.00
4.00
3.50
4.00
4.00
4.00

11. Endocrine disorders
a. Diabetes mellitus
b. Hyper/hypothyroidism
c. Hirsutism/virilization (polycystic ovaries)

4.00
4.00
4.00
3.00

4.00
4.00
4.00
3.00

4.00
4.00
4.00
3.00

12. GI diseases
a. Fecal incontinence/pelvic floor abnormal
b. Inflammatory bowel syndrome
c. Irritable bowel syndrome
d. Cholelithiasis

3.50
3.50
3.00
3.00
3.00

3.50
3.00
3.00
3.00
3.00

3.00
3.00
3.00
3.00
3.00

13. Infectious diseases
a. HIV/AIDS
b. Sexually transmitted diseases *
c. Pelvic inflammatory diseases *

4.00
4.00

4.00
3.50
4.50
4.00

4.00
3.50
4.50
4.00
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TABLE 6 (Continued)
SUMMARY OF SURVEY ROUNDS

CONTENT TOPICS
AND SUB-TOPICS (in alphabetical order)

ROUND 1
MEDIAN
GROUP
RANKING

ROUND 2
MEDIAN
GROUP
RANKING

ROUND 3
MEDIAN
GROUP
RANKING

14. Medication
a. Hormone replacement therapy *
b. Natural remedies *
c. Compliance with prescriptions *
d. Over the counter medications *
e. Health & nutritional supplement

4.00

4.00
5.00
3.00
3.00
3.00
3.00

4.00
5.00
3.00
3.00
3.00
3.00

15. Menopause
a. Estrogen replacement therapy *

5.00

5.00
5.00

5.00
5.00

16. Menstruation
a. Dysmenorrhea *
b. Pre-menstrual syndrome *

4.00

4.00
4.00
4.00

4.00
4.00
4.00

17. Musculoskeletal disorders
a. Foot deformities
b. Fibromyalgia
c. Osteoarthritis
d. Osteoporosis
e. Hip fracture
f. Tempero-mandibular dysfunction

4.00
2.00
3.50
4.00
5.00
4.00
2.00

3.00
2.00
3.00
4.00
4.50
4.00
2.00

3.00
2.00
3.00
4.00
4.50
4.00
2.00

18. Neurologic disorders
a. Migraine & headache syndromes
b. Sleep disorders
c. Chronic fatigue syndrome

4.00
4.00
3.00
3.00

4.00
4.00
3.00
2.50

4.00
3.00
3.00
2.50

19. Occupational disorders
a. Carpel tunnel syndrome
b. Computer/visual disorders
c. Associated with gender bias

3.00
3.00
2.50
3.00

3.00
3.00
2.00
3.00

3.00
3.00
2.00
3.00

3.00
4.00

3.00
4.00

2.50

2.50

20. Oncology
a. Colon cancer screening
2.50

21. Oral health
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TABLE 6 (Continued)
SUMMARY OF SURVEY ROUNDS

CONTENT TOPICS
AND SUB-TOPICS (in alphabetical order)

ROUND 1
MEDIAN
GROUP
RANKING

ROUND 2
MEDIAN
GROUP
RANKING

ROUND 3
MEDIAN
GROUP
RANKING

22. Psychological/psychiatric disorders
a. Depression
b. Chronic anxiety/phobia
c. Post-traumatic stress syndrome
d. Psychosomatic disorder
e. Sexual abuse

4.00
4.00
3.00
3.00
3.00
3.50

4.00
4.00
3.00
3.00
3.00
3.00

4.00
4.00
3.00
3.00
3.00
3.00

23. Preventive health
a. Smoking cessation
b. Exercise
c. Contraception *
d. STD education & prevention *
e. Nutrition *
f. Healthy diet *
g. Pap smear *

5.00
5.00
5.00

5.00
5.00
5.00
5.00
4.50
4.00
4.00
5.00

5.00
5.00
5.00
5.00
4.50
4.00
4.00
5.00

24. Reproduction
a. Pelvic exam
b. Infertility *
c. Menopausal symptoms *
d. Birthing alternatives *
e. Endometriosis *
f. Hysterectomy *
g. Dysfunctional uterine bleeding *

4.00
4.50

4.00
4.00
4.00
4.00
3.00
4.00
4.00
4.00

4.00
4.00
4.00
4.00
3.00
4.00
4.00
4.00

25. Sexuality

4.00

4.00

4.00

26. Substance abuse

4.00

4.00

4.00

27. Urinary tract diseases
a. Incontinence

4.00
4.00

4.00
4.00

4.00
4.00

4.00
3.00

4.00
3.00

4.00
3.00

5.00
4.00
4.00
4.50
4.50
4.00

5.00
3.50
3.50
4.00
4.50
4.00

5.00
3.50
3.50
4.00
4.50
4.00

b. Recurrent UTI
c. Interstitial cystitis
28. Violence and assault
a. Child abuse and incest
b. Elder abuse
c. Physical/emotional abuse
d. Sexual assault
e. Sexual harassment
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Percentage of Topics

Level of Importance of Final Topics
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Figure 1.
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2

Instructional Delivery Methods
Once the content area (what to teach) was determined, it was also important to learn
“how” to teach the topics and sub-topics. The final segment of the study requested each panel
member to describe his/her current teaching methods and their ideal teaching methods.
Current instructional delivery methods
Panel members were given two sheets with the topics and the instructional delivery
methods shown. They were asked to select from the list of 15 instructional methods which
method(s) they would use to teach each topic area. Only the topic areas were used for this
aspect of the study. Panel members were initially asked to identify their current method(s) of
teaching, and then their ideal methods of teaching. The 15 instructional delivery methods
identified through a review of literature were lecture, demonstration, discussion, problem
based learning, observation, role play, laboratory, clinical, models, standardized patient,
panel/debate, computer-aided instruction, video, slides, and transparencies.
Of the fourteen panel members, thirteen (93%), completed this segment of the study.
All panel members were asked to complete the survey whether or not they taught. One panel
member stated that she did not teach therefore could not complete this part. Panel responses
for the current methods of instructional delivery are shown in Table 7.
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TABLE 7.
CURRENT METHODS OF INSTRUCTIONAL DELIVERY
Listed below are the panel frequencies for each topic and each "current" instructional method.
TOPICS
Abortion
Alcohol, tobacco, drugs
Alternative medicine
Autoimmune disease
Breast conditions
Cardiac diseases
Dermatology
Diagnostic technology
Disability
Eating abnormalities
Endocrine disorders
GI diseases
Infectious diseases
Medications
Menstruation
Menopause
Musculoskeletal disorders
Neurologic disorders
Occupational disorders
Oncology
Oral health
Psycho/psych disorders
Preventive health
Reproduction
Sexuality
Substance abuse
Urinary tract diseases
Violence and assault
AVERAGE FREQUENCY

INSTRUCTIONAL METHODS
Lecture Discuss Clinical Slides Std Patient PBL CAI Video
7
6
3
3
1
1
3
9
7
3
4
1
2
4
7
4
3
2
1
1
1
9
3
5
2
2
2
2
6
4
4
4
2
2
2
9
5
6
4
2
4
2
2
5
3
5
5
3
1
3
2
4
3
5
4
2
2
7
5
2
3
2
1
2
2
6
5
3
3
2
2
2
1
9
4
4
4
3
3
2
2
9
4
4
4
3
3
2
2
8
4
5
4
3
3
3
2
8
5
3
5
1
1
2
2
7
4
3
3
1
1
1
7
5
4
3
2
1
1
6
4
6
4
3
2
2
2
7
4
5
4
3
3
2
2
6
3
3
3
1
3
2
2
9
3
4
3
2
2
2
2
6
3
3
5
1
1
2
3
7
4
4
3
2
2
2
2
9
5
4
3
1
2
1
9
5
2
3
1
1
6
6
2
3
2
1
1
7
3
2
3
1
2
2
1
10
3
3
4
2
1
2
2
6
6
2
4
2
2
2
7.3

4.3
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3.6

3.5

2.1

1.9

1.9

1.9

TABLE 7 (Continued)
CURRENT METHODS OF INSTRUCTIONAL DELIVERY
Listed below are the panel frequencies for each topic and each "current" instructional method.
TOPICS
Abortion
Alcohol, tobacco, drugs
Alternative medicine
Autoimmune disease
Breast conditions
Cardiac diseases
Dermatology
Diagnostic technology
Disability
Eating abnormalities
Endocrine disorders
GI diseases
Infectious diseases
Medications
Menstruation
Menopause
Musculoskeletal disorders
Neurologic disorders
Occupational disorders
Oncology
Oral health
Psycho/psych disorders
Preventive health
Reproduction
Sexuality
Substance abuse
Urinary tract diseases
Violence and assault
AVERAGE FREQUENCY

INSTRUCTIONAL METHODS
Panel/Debate Models Lab Role Play Demo
3
2
2
2
4
2
1
6
1
1
1
3
1
1
1
3
1
2
1
2
1
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
1
1
1
2

1

1

1
2

1
1

1

2
1.8

1
1.6
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1.4

1.3

1.2

Transparency
1
2
1
1
1
1
2
1
1
1
1
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Observ

1.2

1.1

1
2
1
1
1

1

1
1
1
1
1

1

Of the fifteen current instructional methods, four were selected most often by the
panel members. The results of the top four “current” instructional methods are shown in
Figure 1. These four instructional delivery methods were:
•
•
•
•

Lecture, 56%
Discussion, 33%
Clinical, 28%
Slides, 27%

Top Four "Current" Instructional Delivery Methods
60%
56%

50%
40%

33%

30%

28%

27%

Clinical

Slides

20%
10%
0%
Lecture

Discussion
FIGURE 3.

Even though lecture was still considered to be a primary teaching tool and was
selected as the most prominent current method of teaching, other instructional methods were
shown by the panel members as becoming more pronounced (had a greater than 10% use).
They were:
•
•
•
•
•
•
•
•

Use of a standardized patient
Problem-based learning (PBL)
Video
Models
Panel/debate
Computer-aided instruction (CAI)
Laboratory
Role Play
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•
•

Overhead transparency
Observation

The research indicated that, many of the panel members still adhered to the traditional
teaching methods. However, they appeared to be moving toward the less-traditional
teaching methods as well.
Differences in instructional methods used to teach individual topics was found. For example,
lecture was the primary method selected (77%) to teach urinary tract disease. For breast
conditions, 46% felt lecture was preferred and 46% believed that models should also be used.
Multiple methods were recommended to teach dermatology: lecture, clinical, and slides, all
were rated at 38%. Lecture and clinical methods were chosen by 46% of the panel members
to teach musculoskeletal disorders. Lecture and discussion were the preferred methods to
teach sexuality and violence and assault.
Ideal instructional delivery methods
Panel responses for the “ideal” method of instructional delivery were indicated in
Table 8. For the “ideal” section, the list of instructional methods and topics remained the
same. Panel members were asked to select those methods of instruction they would use in an
ideal teaching setting.
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Table 8
IDEAL METHODS OF INSTRUCTIONAL DELIVERY
Listed below are the panel frequencies for each topic and each "ideal" instructional method.
TOPICS
Abortion
Alcohol, tobacco, drugs
Alternative medicine
Autoimmune disease
Breast conditions
Cardiac diseases
Dermatology
Diagnostic technology
Disability
Eating abnormalities
Endocrine disorders
GI diseases
Infectious diseases
Medications
Menstruation
Menopause
Musculoskeletal disorders
Neurologic disorders
Occupational disorders
Oncology
Oral health
Psycho/psych disorders
Preventive health
Reproduction
Sexuality
Substance abuse
Urinary tract diseases
Violence and assault
AVERAGE FREQUENCY

INSTRUCTIONAL METHODS
Lecture Discuss CAI PBL Clinical Models
St Patient
5
6
2
3
2
5
6
4
2
1
4
4
2
3
1
6
2
3
1
2
3
4
1
2
7
5
3
5
3
2
1
3
4
1
2
4
2
4
1
3
1
3
4
3
2
2
3
5
2
4
2
7
2
2
2
4
7
2
2
2
3
5
2
4
3
3
5
4
5
3
1
4
6
3
3
2
1
4
6
2
3
1
4
3
2
2
5
2
3
2
3
2
5
7
2
2
3
3
5
3
2
2
4
3
4
2
3
2
1
4
7
3
3
3
4
5
2
3
1
4
5
3
1
1
2
2
9
2
2
1
4
6
3
3
1
6
4
2
2
4
1
7
3
3
2
4.3

4.2

2.9
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2.4

2.3

2.3

1
1
2

2

1.5

Table 8 (Continued)
IDEAL METHODS OF INSTRUCTIONAL DELIVERY
Listed below are the panel frequencies for each topic and each "ideal" instructional method.
TOPICS

Abortion
Alcohol, tobacco, drugs
Alternative medicine
Autoimmune disease
Breast conditions
Cardiac diseases
Dermatology
Diagnostic technology
Disability
Eating abnormalities
Endocrine disorders
GI diseases
Infectious diseases
Medications
Menstruation
Menopause
Musculoskeletal disorders
Neurologic disorders
Occupational disorders
Oncology
Oral health
Psycho/psych disorders
Preventive health
Reproduction
Sexuality
Substance abuse
Urinary tract diseases
Violence and assault
AVERAGE FREQUENCY

INSTRUCTIONAL METHODS
Demo Role Slides Panel/Debate Observ Video Lab Transparency
Play
1
1
1
2
1
2
1
1
1
1
1
2
1
2
1
1
1
1
1
1
2
1
1
1
1
1
1
1
1
1
4
1
1
1
1
3
2
1
1
1
1
2
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
2
1
1
1
3
5
1
1
2
2
1
1
2
2
2
1
1
1
2
2
1
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
2
1
1
1
1
1
1
1
3
2
1
2
1
1.4

1.4

1.4

1.3
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1.1

1.1

1.0

1.0

The data analysis revealed the top four ideal instructional delivery methods differed
from the methods actual being used. These results displayed in Figure 2 are:
•
•
•
•

Lecture, 33%
Discussion, 32%
CAI, 22%
PBL, 18%

T op Fou r "Id eal" In stru ction al D elivery M eth od s
35%
30%
25%
20%
15%
10%
5%
0%

32%

33%

22%
18%

L ecture

D iscussion

CAI

PBL

FIGURE 4.
These results indicated problem-based learning (PBL) increased by 3% and CAI
increased by 7% while slides decreased by 16%. The use of a standardized patient increased
by 4% and the use of models increased by 6%. The lecture and discussion methods were
selected more equally by the panel members. The lecture method decreased from 56% in the
current instructional method survey, to 33% in the ideal instructional method, a difference of
23%. The clinical method experienced a decrease of 10% in the “ideal.” The other
instructional delivery methods that decreased were panel/debate (2%), laboratory (3%), video
(7%), and transparencies (1%). The remaining instructional methods, demonstration,
discussion, observation, and role-play did not differ from the current method. The observation
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method remained unchanged at 8% for both current and ideal methods of instructional
delivery.
For the “ideal” methods of instructional delivery, discussion was the preferred method
of instruction when teaching the topics of abortion, alcohol, and drugs, disability, eating
abnormalities, menstruation, menopause, preventive health, reproduction, sexuality, substance
abuse, and violence and assault. Lecture was the preferred method for the topics of
autoimmune disease, endocrine disorders, GI diseases, infectious diseases, occupational
disorders, oncology, and urinary tract disease. The use of teaching models was preferred for
breast conditions. The use of CAI was somewhat preferred for cardiac diseases, dermatology,
diagnostic technology, and medications. Use of slides was somewhat preferred for
dermatology and oral health.
The research indicated, that the preferred ideal instructional delivery methods
decreased the use of lecture and increased in discussion, problem-based learning and CAI.
The frequency of using videos, slides, and transparencies was reduced, whereas, the use of
models increased as an instructional teaching method. The data also revealed less teachercentered and more student-centered approaches to enhance teaching methods and to promote
learning in the classroom or clinical setting.
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CHAPTER FIVE

Findings, Conclusions, and Recommendations
Introduction
This chapter contains three segments. The first segment summarizes the research,
displays the statement of the problem, and presents the findings related to the study questions.
Conclusions and implications for further research are indicated in the second segment, and
the third segment includes the recommendations for future research.
Summary
The primary purpose of this research was to determine the high priority content areas,
topics and sub-topics, and the instructional delivery methods for a women’s health component
for Internal Medicine resident education. Panel members were asked to prioritize each topic
and sub-topic by means of a Delphi research method survey using a Likert scale. Panel
members could also recommend additional content topics and sub-topics. Three survey rounds
were included in this study. In a separate section of round three, panel members were also
asked to select the methods of instructional delivery they currently use and the methods they
would “ideally” use to teach the health topics.
Statement of the problem
The problem of this research was to determine the content, topics and sub-topics,
content priorities, and instructional delivery methods for a women’s health component within
the Internal Medicine residency program at West Virginia University.
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Findings related to study question 1
What priority levels should be given to the included health topics and sub-topics
when teaching the women’s health content to Internal Medicine residents?
Panel members prioritized the topics and sub-topics according to varying levels of
importance. When examining the topics it was revealed that they could be grouped into

health categories such as treatment, diagnosis, prevention, women-only and general
health. The top five topics that rated extremely high importance (5.0) were violence and
assault, preventive health, menopause, cardiac disease, and breast conditions. All could
be considered women’s issues however, two (40%) are more applicable to women;
menopause and breast conditions. Menopause would also be included in treatment and
diagnosis.
Until recently, little attention has been paid to victims (who are primarily women) of
(domestic) violence and assault and the resultant physical/psychological health effects as
stated by McBride & McBride, (1994). Violence and assault would be categorized under
general health, prevention, and treatment. Although both sexes suffer from cardiac disease,
women’s diagnosis and treatment of cardiac diseases needs to be examined more closely for
differences. Miller, 1994 stated that heart attacks, for example, could manifest themselves
differently in a woman (abdominal pain or indigestion versus crushing radiating pain usually
down the left arm). Cardiac disease would be listed under treatment, prevention, diagnosis,
and women.

Thirteen topics were rated as very high importance (4.0). Of these topics, two
(15%) are women-only and general health, reproduction and menstruation. In general,
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women are also more affected by eating abnormalities and urinary tract disease than men
(diagnosis and treatment). The remaining topics human sexuality, substance abuse,
psychological/psychiatric disorders, medication, infectious diseases, endocrine disorders,
diagnostic technology, alcohol, tobacco and drugs, and neurologic disorders would be
under general health, diagnostic, treatment, and prevention categories.
Nine topics rated moderate importance (3.0). Of the nine topics, 44% affect
women more than men. For example, abortion is a women-only and treatment issue. In
1998, the Society for the Advancement of Women stated that more women suffer from
autoimmune diseases such as lupus, osteoporosis, and rheumatoid arthritis than men.
Other than abortion, the remaining topics; oncology, occupational disorders,
musculoskeletal disorders, gastrointestinal diseases, disability, dermatology, and
alternative medicine would be areas for diagnosis, treatment, prevention and general
health. Oral health rated (2.5), and fell under the prevention and general health category.
Many topics as shown above would be cross-referenced in treating a patient. According
to Wallis, (1994) differences in gender must also be considered.
In addition to the topics, the final round yielded 92 sub-topics. These were also
prioritized according to levels of importance (extremely high to low importance).
Categories for diagnosis, treatment, women-only, prevention and general health were also
examined for the sub-topics. The analysis revealed there were 10 sub-topics that rated
extremely high importance (5.0). Of these, 7 (70%) were women-only categories. These
sub-topics were also cross-referenced with other categories. The highest-rated sub-topics
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and their categories are breast exam (diagnosis, prevention), breast malignancy
(diagnosis, treatment, and prevention), mammography (diagnosis), hormone and estrogen
replacement therapies (treatment), contraception (general health), and pap smear
(prevention and diagnosis).
The remaining sub-topics rating extremely high importance were coronary artery
disease (treatment, prevention, and diagnosis), exercise (prevention and general health),
and smoking cessation (prevention, general health and treatment). Four sub-topics were
rated 4.5, STD’s (treatment and diagnosis), STD education and prevention (prevention
and general health), sexual assault (prevention, treatment, and general health) and
osteoporosis (treatment).
Thirty-five sub-topics rated very high importance (4.0). Of these, 37% were
women-only health issues. Some of these issues were cross-referenced. They were
benign breast disease (diagnosis and treatment), galactorrhea (diagnosis and treatment),
lactation, pelvic exam (diagnosis), infertility (treatment), menopausal symptoms
(diagnosis and treatment), endometriosis (treatment), hysterectomy (treatment),
dysmenorrhea (treatment), and pre-menstrual syndrome. Other sub-topics that affect
women more than men are depression, anorexia, and bulima, (treatment) and
incontinence (diagnosis and treatment). Miller, (1994) stated that in 1990 the NIH
established the Office of Research on Women’s Health. The office confirmed that
diseases such as depression, osteoporosis, Alzheimers, thyroid disease, lupus, and
rheumatoid arthritis were more prevalent in women.

105

Five sub-topics were rated a 3.5. Of these, two (40%) affect women more than
men. They are body image and HIV/AIDS, also under the treatment category. The
remaining sub-topics are elder abuse and child abuse and incest (general health,
prevention and treatment) and hirsutism/virilization (diagnosis and treatment).
Thirty-two sub-topics rated a 3.0 (moderate importance) and are cross-referenced
with several other categories, i.e., diagnosis, treatment and general health. Of these, 6
(19%) are considered women-only health topics. They are electronic fetal monitoring,
genetic testing (diagnostic), finances and the disabled women (treatment), occupation and
the disabled women (treatment), sexuality and the disabled women (treatment) and
birthing alternatives (general health). The other 81% of the sub-topics would be
categorized primarily under treatment. In 1996, Macran, Clarke, and Joshi stated in their
study that there is a link between low-income and poor health. Rosendahl, (1995) echoes
this claim and further states that managed care and cuts in funding jeopardize women’s
health care, especially for poor and low-income women.
Five sub-topics were rated as some importance (2.0). Sixty percent of these
affected women. They were breast augmentation, cosmetic surgery (treatment), and
computer/visual disorders (treatment). Women tend to have more cosmetic surgery than
men do and more women tend to work in an office setting using a computer, which can
result in a computer-related disorder.
Also, in some cases, panel members had a tendency to rank their area of specialty
or expertise higher than the other topics and sub-topics. This is a natural response to their
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preference of their individual professions. The five categories and median rankings for
each topic and sub-topic are shown on Table 9.
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TABLE 9.
WOMEN HEALTH TOPICS AND SUB TOPICS
BY CATEGORY AND RANK
Categories are Prevention (P), Treatment (T), Women-Only (W), Diagnosis (D), and General Health (G).

FINAL TOPICS

Median
Rank
Category
Order FINAL TOPICS

Violence and assault
Sexual assault
Sexual harassment
Physical/emotional abuse
Elder abuse
Child abuse and incest

G/P/T
G/P/T
G/P/T
G/P/T
G/P/T
G/P/T

Preventive health
Smoking cessation
Exercise
Contraception
Pap Smear
STD Education and Prevention
Nutrition
Healthy diet

P/G
P/G/T
P/G
G/W

Menopause
Estrogen replacement therapy

W/T/D
W/T

P/G
P/G
P/G

Cardiac diseases
Coronary artery disease
Dyslipidemia
Cerbrovascular disease
Hypertension
Mitral valve prolapse

T/P/D/W
T/P/D/W
T/P
T
T/D/P
T

Breast conditions
Breast exam
Breast malignancy
Benign breast disease
Galactorrhea
Lactation
Breast augmentation or
reduction

W
D/P/W
T/D/P/W
T/D/W
T/D/W
W
W

Urinary tract diseases
Incontinence
Recurrent UTI
Interstitial cystitis

T/D
T/D
T
T

5.00 Substance abuse
4.50
4.00 Sexuality
4.00
3.50 Reproduction
3.50 Pelvic exam
Infertility
5.00 Menopausal symptoms
5.00 Endometriosis
5.00 Hysterectomy
5.00 Dysfunctional uterine bleeding
5.00 Birthing alternatives
4.50
4.00 Psychological/psychiatric disorders
4.00 Depression
Chronic anxiety/phobia
5.00 Post traumatic stress syndrome
5.00 Psychosomatic disorder
Sexual abuse
5.00
5.00 Neurologic disorders
4.00 Migraine and headache syndrome
4.00 Sleep disorders
4.00 Chronic fatigue syndrome
3.00
Menstruation
5.00 Dysmenorrhea
5.00 Pre-menstrual syndrome
5.00
4.00 Medication
4.00 Hormone replacement therapy
4.00 Natural remedies
2.00 Compliance with prescriptions
Over the counter medications
4.00 Health and nutritional supplement
4.00
4.00 Infectious diseases
3.00 Sexually transmitted diseases
Pelvic inflammatory diseases
HIV/AIDS
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Median
Rank
Category
Order
T/P/G

4.00

G

4.00

G/W
W/D
W/T
W/D/T
W/T
W/T
W/T

4.00
4.00
4.00
4.00
4.00
4.00
4.00
3.00

T/D
T
T
T
T
T

4.00
4.00
3.00
3.00
3.00
3.00

T/D
T/D
T
T/D

4.00
4.00
3.00
2.50

W/G
W/T
W

4.00
4.00
4.00

T
T/W
T
T

4.00
5.00
3.00
3.00

T
T

3.00
3.00

T/D
T/D
T/D
T

4.00
4.50
4.00
3.50

TABLE 9. (CONTINUED)
WOMEN HEALTH TOPICS AND SUB TOPICS
CATEGORY AND RANK

FINAL TOPICS

Category

Median
Rank
Order FINAL TOPICS

Endocrine disorders
Diabetes mellitus
Hyper/hypothyroidism
Hirsutism/virilization

T/D
T
T
T/D

Eating abnormalties
Anorexia
Bulimia
Malnutrition
Obesity
Body Image

T/D
T
T
T
T
T

4.00 GI diseases
4.00 Fecal incontinence
4.00 Inflammatory bowel syndrome
3.00 Irritable bowel syndrome
Cholelithiasis
4.00
4.00 Disability
4.00 Finances and disabled women
4.00 Occupation and disabled women
4.00 Sexuality and disabled women
3.50 Handicapped parking

Diagnostic technology
Mammography
Osteoporosis screening
Exercise stress testing
Electronic fetal monitoring
Genetic testing

D
D/W
D
D
D/W
D/W

4.00 Dermatology
5.00 Sunscreen Protection
4.00 Aging skin
4.00 Tanning booth use
3.00 Acne
3.00 Cosmetic surgery

Alcohol, tobacco, & drugs

T/D

Oncology
Colon cancer screening

T/D
P

4.00 Autoimmune disease
Rheumatoid arthritis
3.00 Thyroiditis
4.00 Collagen vascular syndromes

Occupational disorders
Carpel tunnel syndrome
Associated with gender bias
Computer/visual disorder

T/D
T
T/D
T

3.00 Alternative medicine
3.00 Chiropractic
3.00
2.00 Abortion

Musculoskeletal disorders
Osteoporosis
Osteoarthritis
Hip fracture
Fibromyalgia
Tempero-mandibular
dysfunction
Foot deformities

T/D
T
T
T
T
T

3.00 Oral health
4.50
4.00
4.00
3.00
2.00

T

2.00
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Category

Median
Rank
Order

T/D
T/D
T
T
T

3.00
3.00
3.00
3.00
3.00

T/D/P
W/T
W/T
W/T
T

3.00
3.00
3.00
3.00
2.50

T/D
P/G
T
P/G/
T
T

3.00
4.00
3.00
3.00
3.00
2.00

T/D/W
T
T/D
T/D

3.00
3.00
3.00
3.00

T
T

3.00
3.00

T/W

3.00

P/G

2.50

Findings related to study question 2
What instructional methods were currently being used for teaching health topic
content to Internal Medicine residents?
Instructional delivery methods were only selected for the health topics. Methods
listed for the topics are those preferred by the panel members. Of the five highest ranking
topics (5.0) (extremely high importance) breast conditions, cardiac diseases, menopause,
preventive health and violence and assault, all panel members selected lecture as the most
preferred current method. This finding concurs with Kindsvatter, Wilen, & Isher, (1992) who
stated that lecture is the most common teaching method employed at the college /university
level. The discussion method was also chosen for violence and assault and menopause; the
clinical method for cardiac disease; and the additional use of models for breast conditions.
The use of slides was also incorporated for each of these topics.
Thirteen topics were rated very high importance (4.0). Here too, panel members
chose lecture as the primary mode of teaching the topics. In addition to lecture, the panel
chose discussion for alcohol, tobacco, and drugs, eating abnormalities, endocrine disorders,
medication, menstruation, psychological/psychiatric disorders, reproduction and sexuality.
Slides were also chosen for diagnostic technology, substance abuse, urinary tract disease. The
clinical method was selected for all of these topics with the exception of reproduction and
sexuality.
Nine of the topics rated a 3.0 (some importance). Panel members chose lecture as the
primary teaching method with discussion, clinical and slides as additions to the methods.
Panel and debate was chosen for alternative medicine and models for dermatology. One
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topic, oral health (2.5), resulted in a mixed group of methods. The chosen methods for
abortion, alternative medicine, autoimmune disease, dermatology, disability, gastrointestinal
disease, musculoskeletal disorders, occupational disease, and oncology were lecture as
primary; slides, discussion and clinical as secondary. No topics were rated 2.0 or 1.0.
In many cases, lecture was combined with several other methods by the panel
members to teach the topics. Listed below is a breakdown of each;

•

Lecture and clinical

86%

•

Lecture, discussion, and slides

71%

•

Lecture and discussion methods 57%

•

Lecture and models

4%

•

Lecture and panel/debate

4%

Headrick, Kaufman, Stillman, Wilkerson & Wiston, (1994) believed that by mixing
teaching methods, learning would become more interactive by promoting active
involvement of the learner.
Findings related to study question 3
What instructional methods would ideally present the women’s health content to
Internal Medicine residents within the existing curriculum?
Of the top health topics (5.0), 3 out of 5 panel members preferred discussion and
a combination of methods such as CAI, PBL, lecture and models to teach the various topics.
The use of teaching models was the only method chosen for breast conditions. Sheehan,
(1996) stated that lecture has declined and that learner-centered students/residents need
ambulatory-based experienced.
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For the topics that are very high importance (4.0), the combination of discussion and
lecture were chosen 62% of the time. Discussion was incorporated with PBL, CAI and
lecture 46% of the time. Sheehan, (1996) believed in fostering learner centered format and
active learning rather than passive assimilation.
Lecture and discussion were used in combination with PBL, CAI, slides and clinical
methods of teaching for the topics that rated moderate importance (3.0). These topics
reflected the use of treatment methods more than the others, therefore multiple and problembased teaching methods would be employed more often. Oral health (2.5) also used multiple
methods such as slides, discussion, lecture, PBL, and demonstration.
CAI was used in combination with other methods to teach the topics of autoimmune
disease, cardiac diseases, dermatology, disability, violence and assault, diagnostic technology,
infectious diseases, medications, and substance abuse. PBL was also used in combination to
teach the health topics of cardiac diseases, menopause, preventive health, violence and
assault, eating abnormalities, infectious diseases, medication, menstruation, neurologic
disorders, psychological/psychiatric disorders, reproduction, substance abuse, abortion,
alternative medicine, occupational disorders and oral health. The clinical method was also use
with the other methods for diagnostic technology, neurologic disorders, and urinary tract
diseases. Dulworth & Shea, (1995) reported that technology-based instruction has a
prominent and useful role in educating students/residents. They also felt that technology
should be evaluated on how it would improve instruction and the application of skills being
taught.
The discussion method was grouped with the other methods by the panel members.
Listed below are the results of this grouping.
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•

Discussion and lecture

39%

•

Discussion and PBL

36%

•

Discussion and CAI

11%

•

Discussion, lecture, and slides

7%

•

Discussion and clinical

0%

•

Discussion and models

0%

The panel members “ideally” preferred less lecture, more discussion, and more use of
problem-based learning and computer-aided instruction methods. They also decreased the use
of clinical methods and slides in teaching and learning. This reveals a greater interest in
student-directed and electronic forms of learning. Table 10 shows the topics, ranking, and the
preferred current and ideal methods of instruction in order of panel preference.
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TABLE 10.
PREFERRED CURRENT AND IDEAL INSTRUCTIONAL DELIVERY
METHODS BY TOPIC AND RANK
RANK

CURRENT METHODS

Breast conditions
Cardiac diseases
Menopause
Preventive health
Violence and assault
Alcohol, tobacco & drugs
Diagnostic technology
Eating abnormalities
Endocrine disorders
Infectious diseases
Medication
Menstruation
Neurologic disorders
Psychological/psych dis.
Reproduction
Sexuality
Substance abuse
Urinary tract disease

TOPICS

5
5
5
5
5
4
4
4
4
4
4
4
4
4
4
4
4
4

Lecture/Models/Discussion/Clinic/Slides
Lecture/Clinic/Discussion/Slides
Lecture/Discussion/Clinic/Slides
Lecture/Discussion/Clinic/Slides
Lecture/Discussion/Slides
Lecture/Discussion/Clinic/Slides
Clinic/Slides/Lecture/Discussion
Lecture/Discussion/Clinic/Slides
Lecture/Discussion/Clinic/Slides
Lecture/Clinic/Discussion/Slides
Lecture/Discussion/Slides/Clinic
Lecture/Discussion/Clinic/Slides
Lecture/Clinic/Discussion/Slides
Lecture/Discussion/Clinic
Lecture/Discussion/Slides
Lecture/Discussion/Slides
Lecture/Slides/Discussion/Clinic
Lecture/Slides/Discussion/Clinic

Models
Lecture/CAI/PBL
Discussion/Lecture/PBL
Discussion/Lecture/PBL
Discussion/CAI/PBL
Discussion/Lecture
Lecture/CAI/Clinic
Discussion/PBL
Lecture/Clinic
Lecture/CAI/PBL
Lecture/CAI/PBL/Discussion
Discussion/Lecture/PBL
Clinic/Lecture/PBL
Discussion/Lecture/PBL
Discussion/Lecture/PBL
Discussion
Discussion/Lecture/CAI/PBL
Lecture/Discussion/Clinic

IDEAL METHODS

Abortion
Alternative medicine
Autoimmune disease
Dermatology
Disability
GI disease
Musculoskeletal disorders
Occupation disorders
Oncology
Oral health

3
3
3
3
3
3
3
3
3
2.5

Lecture/Discussion/Clinic/Slides
Lecture/Discussion/Panel Debate/Clinic
Lecture/Clinic
Lecture/Clinic/Slides/Models
Lecture/Discussion/Slides
Lecture/Discussion/Clinic/Slides
Lecture/Clinic/Discussion/Slides
Lecture/Discussion/Clinic/Slides
Lecture/Clinic/Discussion/Slides
Lecture/Slides/Discussion/Clinic

Discussion/Lecture/PBL
Lecture/Discussion/PBL
Lecture/CAI
CAI/Slides/Discussion
Discussion/Lecture/CAI
Lecture/Clinic
Clinic/Lecture
Lecture/PBLClinic
Lecture/Clinic/Discussion
Slides/Discussion/Lecture/
PBL/Demonstration

Conclusions of the research
As the result of the study questions posed, this researcher made the following
conclusions:
1. The Delphi technique proved to be a very useful tool in prioritizing/rank-ordering
the topics and the sub-topics in an anonymous way. Panel experts were free to
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respond to each topic and sub-topic and to recommend additional topics and subtopics to the survey as they felt appropriate. The study was also accomplished in
a timely manner. The rounds were spaced out to give the panel members enough
time to complete each round while maintaining the pace of this research. The
Delphi approach identified the rank-order at a glance therefore Delphi is a good
tool to use for curriculum development.
2. Through rank-ordering the topics and sub-topics, the highest ranked content
became top priority. The data fell into two groups. Topics and sub-topics were
grouped (median) into extremely high and very high importance (5’s and 4’s) and
also moderate and some importance (3’s and 2’s). None of the topics were ranked
some importance and none of the topics and sub-topics were ranked low
importance. Because of the nature of teaching time available as well as student
workload, prioritized content items are important.
3. Upon final examination of the topics and sub-topics, it was realized that the
content area could be further grouped into categories of prevention, treatment,
women-only topics, diagnosis and general health. The categories for the topics
and sub-topics could also be cross-referenced. Eighteen percent of the top-rated
topics and 70% of the top-rated sub-topics were women’s health issues.
4. The review of the literature, panel member participation, and recommendation of
additional topics and sub-topics, points out that women’s health needs to be
promoted, integrated, and taught within the Internal Medicine curriculum.
Teaching about women’s health will also further educate and enhance the medical
profession and benefit the health care of the female population.
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5. After prioritizing “what” to teach, it was very important to demonstrate “how” the
content items should be taught. To determine this, selected instructional delivery
methods were also chosen by the panel members to document what “current” and
“ideal” teaching methods they recommend to employ. It was concluded that if
faculty think the ideal methods of teaching are discussion, PBL, and CAI, they
would choose less lecture in the classroom and promote the use of problem-based
learning through discussion and CAI via electronic means. This procedure proved
to be most useful in identifying the ideal teaching methods for health content
material.
Implications of the research
The purpose of this study was to determine the general content, topics and sub-topics,
priorities of the content, and methods of instructional delivery for a women’s health
component within the Internal Medicine residency program at West Virginia University. By
determining a baseline of content items (topics and sub-topics) for a women’s health
curriculum, the process of designing a women’s health component in an Internal Medicine
residency was initiated. Panel members who participated in the study and added content items
via topics and sub-topics indicated to the researcher that they were interested in the study and
took the concept of a women’s health component in Internal Medicine seriously.
Utilizing the prioritized content items, Internal Medicine faculty have an established
base from which to expand the current curriculum, allowing a growth of knowledge by the
student/residents. An added benefit to the results of this study was it will reduce the time and
cost of developing an expansive curriculum. An expanded curriculum would require the
identification of the knowledge and the competencies necessary for student/residents to
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succeed. A content model could also be developed to show which content items may overlap
and what further integration of content is needed. Continual evaluation of the effectiveness of
the new or revised curriculum was also recommended.
The use of instructional delivery methods plays an important role in curriculum
design. Selecting the appropriate methods to teach content topics or sub-topics allows for a
more effective means of communicating the information. The analysis indicates the panel
members prefer different types of instructional delivery methods than are currently utilized.
The panel members preferred less lecture, more discussion, and more use of PBL (problembased learning) and CAI (computer-aided instruction). These “ideal” teaching methods will
also provide less teacher-directed teaching and more student-centered learning.
The literature strongly supported the inclusion of women’s health in the Internal
Medicine curriculum for residents. By including women’s health, resident knowledge cannot
only increase and benefit the area of medicine but more importantly, the health care of female
patients.
The use of CAI technology and more student-centered learning rather than teacherdirected methods can produce real-life scenarios creating an atmosphere of confidence on the
part of the resident in making a proper clinical diagnosis. Having access to computers, the
Internet and the worldwide web, allows for a greater transfer of current information to faculty,
and residents/students. The use of information technology coupled with the prioritized
content areas can add greater depth to the knowledge base and provide for more interesting
and effective teaching and learning processes.
Overall, the continuing study of women’s health issues has enormous potential for
faculty, students, residents, and others studying in health care fields and for those who seek
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appropriate health care and guidance through their practitioners. The study of women’s health
also provides an area for further research and writing to occur. By producing well-educated
physicians, sensitive to women’s health care needs, a new venue of care will emerge
benefiting those seeking health care excellence.
Recommendations for further research
The following recommendations were made as a result of this research.
1. To finalize the design and implementation of a women’s health component in
Internal Medicine and evaluate its’effectiveness and usefulness over the long term.
2. Conduct on-going research to continually revise the needs of the learner, adding
new topics or sub-topics and concentrating on topics and sub-topics of higher
priority.
3. Additional research should be conducted to insure that the appropriate
instructional delivery methods are being implemented and properly evaluated to
enhance the teaching and learning of the identified curricula.
4.

Similar research should be done with various population groups in other
geographical settings, as this study was accomplished primarily in a rural setting.
Cultural differences should also be examined.

5. Research should be conducted related to financial and personnel resources needed
for developing and integrating a women’s health component for Internal Medicine
residents.
6. Additional research should be conducted to determine the appropriateness of these
findings for other health professionals such as in service doctors, nurses,

118

physician assistants, medical/diagnostic technicians, and other health care workers
who would benefit from this knowledge.
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APPENDIX A
(ON WVU LETTERHEAD STATIONARY)
February 9, 1998
Dear Faculty Member,
I am requesting your participation as a panel member for my dissertation research entitled,
“Identification of Content, Priority of Content, and Methods of Instructional Delivery for a Women’s
Health Component in an Internal Medicine Residency Program” as partial fulfillment for the doctoral
degree from the Technology Education Department at West Virginia University. The research will use
a modified Delphi method (research method used for determining consensus among groups of
individuals) to determine the content (topics and sub-topics) and the priority of the content. You will
also be asked to state your preference for methods of instructional delivery for women’s health topics
within an internal medicine program. This research is being conducted primarily because most
content is based on men. The findings from this project will provide information that can be used to
improve the educational process of internal medical residents.
The panel will be composed of 12-15 members who are teaching faculty in the School of
Medicine at West Virginia University and the Marshall University School of Medicine. The panel will
be composed of members that have an M.D. or Ph.D. and are currently working in the area of
women’s health.
The results of this research will assist the WV Schools of Medicine by providing agreed upon
content for women’s health topics and sub-topics and methods for instructional delivery to be used
toward the teaching of medical residents and the management of patient care.
You will be asked to respond to a series of three questionnaires or rounds. Your responses
will remain anonymous and confidential. You may chose not to respond to any item. Your
participation in the study is voluntary. Final results of the study will be reported to the participants at
the end of the study.
To confirm your participation on the panel, please complete the enclosed data form and mail
it and a copy of your vita to me by February 23, 1998. A campus and/or a stamped, self-addressed
envelope has been provided for your convenience. Upon receiving your agreement to participate, the
first round/questionnaire will be mailed to you within two weeks.
If you have any questions concerning this research, please direct them to either the chairman
of my dissertation committee, Dr. George Maughan, a faculty member in Technology Education at
West Virginia University, 293-3803 ext. 1702 or to myself.
Your expertise is critical in prioritizing the list of content topics and sub-topics and
instructional methods for the outcome of the research. I appreciate your willingness to participate in
this study and look forward to your responses.
Sincerely,
Alicia J. Williams, West Virginia University Doctoral Candidate
P.O. Box 9160
West Virginia University
Morgantown, WV 26506
(304) 293-7625
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Panel Participation Form for the Women’s Health Study
Name___________________________________________________________________

Title____________________________________________________________________

Rank___________________________________________________________________

Length of time at current
position_________________________________________________

Area(s) of Expertise
________________________________________________________________________
________________________________________________________________________

If you are unable to participate, please recommend another contact person.
Alternative____________________________________________________________
Address______________________________________________________________
Telephone
Number______________________________________________________________
Please return this completed form and a copy of your vita to the researcher by February
23, 1998. You may also fax this page to (304) 293-3530. If off campus, use the selfaddressed stamped envelope. Thank You.
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APPENDIX B
ROUND

ONE

DIRECTIONS
February 25, 1998

Dear Panel Member,
The content for Round One was developed from a review of the literature and from
content items developed by the National Academy on Women’s Health Medical Education
(NAWHME) for the Federal Council on Internal Medicine (FCIM). The content topic and
sub-topic areas describes health issues which are:
•
•
•
•

Unique to women
More common to women
More serious for women
Have manifestations, risk factors or interventions which are different from those of
men.
When reviewing the content topic and sub-topic areas, I would like you to:

1. Circle a number from (1) low importance to a (5) extremely high importance for each of
the content areas.
2. You may add other topics and sub-topics that you feel are appropriate to the content on the
additions page.
3. If you do add content, please indicate if the content is a topic or a sub-topic. If listing a
sub-topic, indicate which topic it should fall under.
Please complete and return the survey in the enclosed envelope by March 11, 1998.
You may also fax your responses. The fax number is listed below.
Thank you for participating in this study!
Sincerely,

Alicia J. Williams, WVU Doctoral Candidate
P.O. Box 9160
Morgantown, WV 26506
(304) 293-7625
Fax: (304) 293-3530
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WOMEN’S HEALTH TOPICS
ROUND ONE

DIRECTIONS:
Identify Topics and Sub-Topics as: 1 = Low Importance, to 5 = Extremely High Importance. If listing
additional Topics and Sub-Topics, place them on the Additions Page following the survey.
Examples:

Head injury 1

2

3

4

5

Where:
1 = Low Importance
2 = Some Importance
3 = Moderate Importance

4 = Very High Importance
5 = Extremely High Importance

CONTENT TOPICS AND SUB-TOPICS
(L)

LEVEL OF IMPORTANCE
(H)

1

2

3

4

5

a. Rheumatoid arthritis............................................. 1
b. Thyroiditis............................................................ 1
c. Collagen vascular syndromes............................... 1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

Breast exam........................................................... 1
Breast augmentation or reduction.......................…1
Benign breast disease .................................
1
Galactorrhea
.............................................1
Lactation.................................................................1
Breast malignancy...................................................1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

1

2

3

4

5

a. Coronary artery disease......................................... 1
b. Dyslipidemia......................................................... 1
c. Mitral valve prolapse............................................. 1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

a. Aging skin............................................................. 1
b. Cosmetic surgery.................................................. 1

2
2

3
3

4
4

5
5

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1. Autoimmune disease

2. Breast conditions
a.
b.
c.
d.
e.
f.

3. Cardiac diseases

4. Dermatology

5. Diagnostic technology
a.
b.
c.
d.
e.

Electronic fetal monitoring..................................
Osteoporosis screening.......................................
Genetic testing.....................................................
Mammography....................................................
Exercise stress testing.........................................
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CONTENT TOPICS AND SUB-TOPICS

LEVEL OF IMPORTANCE
(L)

(H)

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

1

2

3

4

5

1

2

3

4

5

11. Medications

1

2

3

4

5

12. Menstruation

1

2

3

4

5

13. Menopause

1

2

3

4

5

14. Musculoskeletal disorders

1

2

3

4

5

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

6. Disability
a. Finances and disabled women...............................
b. Occupation and disabled women..........................
c. Sexuality and disabled women..............................
7. Eating abnormalities
a.
b.
c.
d.
e.

Anorexia...............................................................
Body image..........................................................
Bulimia.................................................................
Malnutrition..........................................................
Obesity..................................................................

8. Endocrine disorders
a. Diabetes mellitus..................................................
b. Hyper/hypothyroidism..........................................
c. Hirsutism/virilization (polycystic ovaries)...........
9. GI diseases
a.
b.
c.
d.

Fecal incontinence/pelvic floor abnormal............
Inflammatory bowel syndrome............................
Irritable bowel syndrome.....................................
Cholelithiasis.......................................................

10. Infectious diseases
a. HIV/AIDS............................................................

a.
b.
c.
d.
e.
f.

Foot deformities....................................................
Fibromyalgia........................................................
Osteoarthritis........................................................
Osteoporosis.........................................................
Hip fracture...........................................................
Tempero-mandibular dysfunction.........................

15. Neurologic disorders
a. Migraine and headache syndromes......................
b. Sleep disorders....................................................
c. Chronic fatigue syndrome....................................
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CONTENT TOPICS AND SUB-TOPICS

LEVEL OF IMPORTANCE
(L)

(H)

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

17. Oral health

1

2

3

4

5

18. Psychological/psychiatric disorders

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

1

2

3

4

5

1

2

3

4

5

21. Sexuality

1

2

3

4

5

22. Substance abuse

1

2

3

4

5

23. Urinary tract diseases

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

16. Occupational disorders
a. Carpal tunnel syndrome......................................
b. Computer/visual disorders.................................
c. Associated with gender bias...............................

a.
b.
c.
d.
e.

Depression........................................................
Chronic anxiety/phobia....................................
Post-traumatic stress syndrome........................
Psychosomatic disorder....................................
Sexual abuse.....................................................

19. Preventive health
a. Smoking cessation.............................................
b. Exercise.............................................................
20. Reproduction
a. Pelvic exam........................................................

a. Incontinence......................................................
b. Recurrent UTI...................................................
c. Interstitial cystitis...............................................
24. Violence and assault
a.
b.
c.
d.
e.

Child abuse and incest.......................................
Elder abuse........................................................
Physical/emotional abuse...................................
Sexual assault.....................................................
Sexual harassment..............................................
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ADDITIONS PAGE
Please keep in mind the women’s health criteria when adding items.
•
•
•
•

Unique to women
More common to women
More serious to women
Have manifestations, risk factors or interventions which are different in women.

When adding an item, indicate by circling whether it is a topic (T) or sub-topic (ST). If adding a sub-topic, please
indicate which topic it should fall under.
Example: T ST

Head trauma

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

T

ST

______________________________________________________________________________

Thank you for completing Round One of the study!
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APPENDIX C

ROUND

TWO DIRECTIONS

April 2, 1998
Dear Panel Member,

Thank you for responding to Round One of the survey. Enclosed are the results of Round
One. Additional topics and sub-topics are added for Round Two. There are two parts for this round.
(1) The objective for Round Two is to compare your response with the group response and determine
if you wish to change your response. Look over all of the content items. If you wish to change your
response to any of the items, circle the appropriate number. If you are satisfied with your first
response, it is not necessary to re-rank.
(2) Rank the additional topics and sub-topics using the levels of importance, (1-5).
Please mail the form back to me by April 17, 1998. I appreciate the time you have given me
in helping with my research. A return envelope is included. You may also fax your results. The fax
number is listed below.
Sincerely,

Alicia J. Williams, West Virginia University Doctoral Candidate
P.O. Box 9160
West Virginia University
Morgantown, WV 26506
(304) 293-7625
FAX (304) 293-3530
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WOMEN’S HEALTH TOPICS
ROUND TWO

DIRECTIONS:
Presented here are the results of Round One.
(1) Please look over the responses for Round One under Median Group Ranking. Column 1 lists the median (group)
response. Column 2 lists your individual response. Column 3 contains a scale from 1 to 5, 1 being low importance and 5
being extremely high importance. The objective is to compare your response with the group response and determine if
you wish to change your response. Please look over all of the content items. If you wish to change your response to any
of the items, circle the appropriate number under new ranking. If you are satisfied with your first response, it is not
necessary to re-rank.
(2) Also listed on a separate sheet, are the topics and sub-topics added by participants during round one. Please rankorder these additions from 1-5, as was previously done with the original topics and sub-topics.
Importance of Knowledge of Topic to Resident
1 = Low Importance
2 = Some Importance
3 = Moderate Importance

4 = Very High Importance
5 = Extremely High Importance

CONTENT TOPICS AND SUB-TOPICS

Column I

Column II

Column III

Median
Group
Ranking

Round 1
Individual
Ranking

New Ranking

1. Autoimmune disease
a. Rheumatoid arthritis
b. Thyroiditis
c. Collagen vascular syndromes
2. Breast conditions
a.
b.
c.
d.
e.
f.

Breast exam
Breast augmentation or reduction
Benign breast disease
Galactorrhea
Lactation
Breast malignancy

3. Cardiac diseases
a. Coronary artery disease
b. Dyslipidemia
c. Mitral valve prolapse
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1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

CONTENT TOPICS AND SUB-TOPICS

Column I

Column II

Median
Group
Ranking

Round 1
Individual
Ranking

4. Dermatology

Column III

New Ranking

1

2

3

4

5

a. Aging skin
b. Cosmetic surgery

1
1

2
2

3
3

4
4

5
5

5. Diagnostic technology

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

10. Infectious diseases
a. HIV/AIDS
11. Medications

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

12. Menstruation

1

2

3

4

5

a. Electronic fetal monitoring
b. Osteoporosis screening
c. Genetic testing
d. Mammography
e. Exercise stress testing
6. Disability
a. Finances and disabled women
b. Occupation and disabled women
c. Sexuality and disabled women
7. Eating abnormalities
a. Anorexia
b. Body image
c. Bulimia
d. Malnutrition
e. Obesity
8. Endocrine disorders
a. Diabetes mellitus
b. Hyper/hypothyroidism
c. Hirsutism/virilization (polycystic ovaries)
9. GI Diseases
a. Fecal incontinence/pelvic floor abnormal
b. Inflammatory bowel syndrome
c. Irritable bowel syndrome
d. Cholelithiasis
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CONTENT TOPICS AND SUB-TOPICS

Column I

Column II

Column III

Median
Group
Ranking

Round 1
Individual
Ranking

New Ranking

13. Menopause

1

2

3

4

5

14. Musculoskeletal disorders
a. Foot deformities
b. Fibromyalgia
c. Osteoarthritis
d. Osteoporosis
e. Hip fracture
f. Tempero-mandibular dysfunction

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

15. Neurologic disorders

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

17. Oral health

1

2

3

4

5

18. Psychological/psychiatric disorders

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1

2

3

4

5

1
1

2
2

3
3

4
4

5
5

20. Reproduction

1

2

3

4

5

a. Pelvic exam

1

2

3

4

5

21. Sexuality

1

2

3

4

5

22. Substance abuse

1

2

3

4

5

a. Migraine and headache syndromes
b. Sleep disorders
c. Chronic fatigue syndrome
16. Occupational disorders
a. Carpal tunnel syndrome
b. Computer/visual disorders
c. Associated with gender bias

a.
b.
c.
d.
e.

Depression
Chronic anxiety/phobia
Post-traumatic stress syndrome
Psychosomatic disorder
Sexual abuse

19. Preventive health
a. Smoking cessation
b. Exercise

CONTENT TOPICS AND SUB-TOPICS

Column I

Column II

Median
Group
Ranking

Round 1
Individual
Ranking

23. Urinary tract diseases

Column III

New Ranking

1

2

3

4

5

a. Incontinence
b. Recurrent UTI
c. Interstitial cystitis

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

24. Violence and assault

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

a.
b.
c.
d.
e.

Child abuse and incest
Elder abuse
Physical/emotional abuse
Sexual assault
Sexual harassment

136

ROUND TWO
Additions from Round One
Below are the additional Sub-Topics and Topics. Please circle a number from 1-5 indicating your
level of importance for each topic item.
1 = Low importance
2 = Some Importance
3 = Moderate Importance

4 = Very High Importance
5 = Extremely High Importance

Additional Sub-Topics

Level Of

3. Cardiac diseases

Importance

(L)

(H)

Cerebrovascular disease

1

2

3

4

5

Hypertension

1

2

3

4

5

Tanning booth use

1

2

3

4

5

Sunscreen protection

1

2

3

4

5

Acne

1

2

3

4

5

1

2

3

4

5

Sexually transmitted diseases

1

2

3

4

5

Pelvic Inflammatory Disease

1

2

3

4

5

Hormone replacement therapy

1

2

3

4

5

“Natural remedies”, Black cohash, etc.

1

2

3

4

5

Compliance with prescriptions

1

2

3

4

5

Over the counter medications

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

4. Dermatology

6. Disability
Handicapped parking
10. Infectious Disease

11. Medications

15. Menopause
Estrogen replacement therapy
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16. Menstruation

1

2

3

4

5

Dysmenorrhea

1

2

3

4

5

Pre-menstrual syndrome

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

Contraception

1

2

3

4

5

STD education and prevention

1

2

3

4

5

Nutrition

1

2

3

4

5

Healthy diet

1

2

3

4

5

Pap smear

1

2

3

4

5

1

2

3

4

5

Infertility

1

2

3

4

5

Menopausal symptoms

1

2

3

4

5

Birthing alternatives

1

2

3

4

5

Endometriosis

1

2

3

4

5

Hysterectomy

1

2

3

4

5

Dysfunctional uterine bleeding

1

2

3

4

5

20. Oncology
Colon cancer screening
23. Preventive health

24. Reproduction
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APPENDIX D
ROUND

THREE

DIRECTIONS

May 4, 1998
Dear Panel Member,
Thank you for completing Round Two of the study. Round Three contains three parts:
PART I Median group rankings for the topics, subtopics and additions are presented with
your individual responses. Please review all of the content items. If you agree with the rankings, move onto
Part 2. However, if you would like to change your response, you may do so by circling a number from 1-5.
PART II Select, from the list of instructional methods, which methods you currently use to
teach the topic areas. If you do not teach a certain topic, or do not teach at all, please answer what you would
propose to use if you were teaching the topic. A list of definitions of each instructional delivery method has
been provided for you to refer to as needed. The instructional methods chosen were selected from a review of
literature.
PART III Choose the type of instructional delivery method you believe would be the ideal
method to teach the topics. If you do not teach a certain topic, or do not teach at all, please answer as if you
were teaching the topic. Place your answers in the space provided.
Please fill out the third round and final round and mail it back to me in the enclosed envelope by May
15, 1998. You may also fax your responses. The fax number is listed below. Final results will be mailed to
you, upon completion of the analysis of the data. Thank you for your participation!
Sincerely,
Alicia J. Williams, West Virginia University Doctoral Candidate
P.O. Box 9160
West Virginia University
Morgantown, WV 26506
(304) 293-7625 FAX (304) 293-3530
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WOMEN’S HEALTH TOPICS
ROUND THREE

PART I
DIRECTIONS:
Listed below are content areas that met consensus. For Round Three I would like you to:
Please look over the responses for Round Two under Median Group Ranking. Column 1 lists the median (group)
response for the topics, sub-topics, and the new additions, which are the starred items. Column 2 lists your individual
response for these items. Column 3 contains a scale from 1 to 5, 1 being low importance and 5 being extremely high
importance. The objective is to compare your response with the group response and determine if you wish to change your
response. Please look over all of the content items. If you wish to change your response to any of the items, circle the
appropriate number under new ranking. If you are satisfied with your first response, it is not necessary to re-rank.
Importance of Knowledge of Topic to Resident
1 = Low Importance
2 = Some Importance
3 = Moderate Importance

4 = Very High Importance
5 = Extremely High Importance

CONTENT TOPICS AND SUBTOPICS

Column I

Column II

Column III

Median
Group
Ranking

Round 2
Individual
Ranking

New Ranking

*

1. Abortion

1

2

3

4

5

*

2. Alcohol, tobacco, other drugs

1

2

3

4

5

*

3. Alternative medicine

1

2

3

4

5

* a. Chiropractic

1

2

3

4

5

4. Autoimmune disease

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1

2

3

4

5

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

a. Rheumatoid arthritis
b. Thyroiditis
c. Collagen vascular syndromes
5. Breast conditions
a.
b.
c.
d.
e.
f.

Breast exam
Breast augmentation or reduction
Benign breast disease
Galactorrhea
Lactation
Breast malignancy
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CONTENT TOPICS AND SUBTOPICS

Column I
Median
Group
Ranking

Column II
Round 2
Individual
Ranking

Column III
New Ranking

6. Cardiac diseases
a. Coronary artery disease
b. Dyslipidemia
c. Mitral valve prolapse
* d. Cerebrovascular disease
* e. Hypertension

1
1
1
1
1
1

2
2
2
2
2
2

3
3
3
3
3
3

4
4
4
4
4
4

5
5
5
5
5
5

7. Dermatology

1

2

3

4

5

a.
b.
* c.
* d.
* e.

Aging skin
Cosmetic surgery
Tanning booth use
Sunscreen Protection
Acne

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

8. Diagnostic technology

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

9. Disability

1

2

3

4

5

a.
b.
c.
* d.

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

1

2

3

4

5

Anorexia
Body image
Bulimia
Malnutrition
Obesity

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

11. Endocrine disorders

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

a.
b.
c.
d.
e.

Electronic fetal monitoring
Osteoporosis screening
Genetic testing
Mammography
Exercise stress testing

Finances and disabled women
Occupation and disabled women
Sexuality and disabled women
Handicapped parking

10. Eating abnormalities
a.
b.
c.
d.
e.

a. Diabetes mellitus
b. Hyper/hypothyroidism
c. Hirsutism/virilization (polycystic ovaries)
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CONTENT TOPICS AND SUBTOPICS

Column I

Column II

Column III

Median
Group
Ranking

Round 2
Individual
Ranking

New Ranking

12. GI Diseases

1

2

3

4

5

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

13. Infectious Disease

1

2

3

4

5

a. HIV/AIDS
* b. Sexually transmitted diseases

1
1

2
2

3
3

4
4

5
5

14. Medications

1

2

3

4

5

* a.
* b.
* c.
* d.
* e.

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

15. Menstruation

1

2

3

4

5

* a. Dysmenorrhea
* b. Pre-menstrual syndrome

1
1

2
2

3
3

4
4

5
5

16. Menopause

1

2

3

4

5

* a. Estrogen replacement therapy

1

2

3

4

5

17. Musculoskeletal disorders
a. Foot deformities
b. Fibromyalgia
c. Osteoarthritis
d. Osteoporosis
e. Hip fracture
f. Tempero-mandibular dysfunction

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

18. Neurologic disorders
a. Migraine and headache syndromes
b. Sleep disorders
c. Chronic fatigue syndrome

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

19. Occupational disorders
a. Carpal tunnel syndrome
b. Computer/visual disorders
c. Associated with gender bias

1
1
1
1

2
2
2
2

3
3
3
3

4
4
4
4

5
5
5
5

a.
b.
c.
d.

Fecal incontinence/pelvic floor abnormal
Inflammatory bowel syndrome
Irritable bowel syndrome
Cholelithiasis

Hormone replacement therapy
Natural remedies
Complaince with prescriptions
Over the counter medications
Health and nutritional supplement
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CONTENT TOPICS AND SUBTOPICS

Column I

Column II

Column III

Median
Group
Ranking

Round 2
Individual
Ranking

New Ranking

20. Oncology

1

2

3

4

5

1

2

3

4

5

21. Oral health

1

2

3

4

5

22. Psychological/psychiatric disorders

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

1

2

3

4

5

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

1

2

3

4

5

1
1
1
1
1
1
1

2
2
2
2
2
2
2

3
3
3
3
3
3
3

4
4
4
4
4
4
4

5
5
5
5
5
5
5

25. Sexuality

1

2

3

4

5

26. Substance abuse

1

2

3

4

5

27. Urinary tract diseases

1

2

3

4

5

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

* a. Colon cancer screening

a.
b.
c.
d.
e.

Depression
Chronic anxiety/phobia
Post-traumatic stress syndrome
Psychosomatic disorder
Sexual abuse

23. Preventive health

*
*
*
*
*

a.
b.
c.
d.
e.
f.
g.

Smoking cessation
Exercise
Contraception
STD education and prevention
Nutrition
Healthy diet
Pap smear

24. Reproduction

*
*
*
*
*
*

a.
b.
c.
d.
e.
f.
g.

Pelvic exam
Infertility
Menopausal symptoms
Birthing alternatives
Endometriosis
Hysterectomy
Dysfunctional uterine bleeding

a. Incontinence
b. Recurrent UTI
c. Interstitial cystitis
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CONTENT TOPICS AND SUBTOPICS

Column I

Column II

Column III

Median
Group
Ranking

Round 2
Individual
Ranking

New Ranking

28. Violence and assault
a.
b.
c.
d.
e.

Child abuse and incest
Elder abuse
Physical/emotional abuse
Sexual assault
Sexual harassment

144

1

2

3

4

5

1
1
1
1
1

2
2
2
2
2

3
3
3
3
3

4
4
4
4
4

5
5
5
5
5

DEFINITIONS OF THE METHODS OF INSTRUCTIONAL DELIVERY
1. Lecture - usually large group. May be didactic or interactive teaching.
2. Demonstration - illustrating a procedure or a particular skill that students are expected to learn.
May be small or large group.
3. Discussion - can be small or large group; mainly interactive, used to promote understanding of
important concepts, generalizations, ideas, values, problems, or issues. Teacher assumes major role
of directing teaching for large group. However, student may direct small groups.
4. Problem-based learning (PBL) - can be teacher directed or student directed. Students are
questioned in order to help them inductively arrive at an answer.
5. Observation - the act or practice of noting and recording facts or events as for a scientific study.
6. Role Playing - a technique in training in which students act out roles to resolve conflicts, and or
practice appropriate behavior for various situations.
7. Laboratory - teaching “laboratory-based” skills. Can be classroom, or small group setting.
8. Clinical - hospital based/ambulatory based teaching settings, “hands on”.
9. Models - use of anatomical figures.
10. Standardized Patients - use of live patients for demonstration and or diagnosis.
11. Panel/Debate - a group of persons selected for a specific purpose; formal discussion in which
opposing sides of a question are argued.
12. Computer-Assisted Instruction(CAI) including CDROM - the use of computers to interact
with students in the instructional process. Term also refers to software that is designed to promote
student learning
13. Pre-recorded Video Tapes - magnetic tape on which electronic impulses, as of the video and
audio portions of a TV program, can be recorded for later play.
14. Photographic Slides - a photographic transparency mounted for use with a viewer or projector.
15. Overhead Transparencies - a positive film or slide, having a picture or design that is visible
when light shines through it or that it can be projected on a screen.
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Round 3
(2) Please select your “CURRENT” methods of instructional delivery for the topic areas listed
by checking the appropriate box.

TOPICS

INSTRUTIONAL METHODS
Lect

Demo Disc PBL Obser

Role

Lab

1. Autoimmune disease
2. Breast conditions
3. Cardiac diseases
4. Dermatology
5. Diagnostic technology
6. Disability
7. Eating abnormalities
8. Endocrine disorders
9. GI diseases
10. Infectious diseases
11. Medications
12. Menstruation
13. Menopause
14. Musculoskeletal
disorders
15. Neurologic disorders
16. Occupational
disorders
17. Oral health
18. Psycho/psych
disorders
19. Preventive health
20. Reproduction
21. Sexuality
22. Substance abuse
23. Urinary tract
diseases
24. Violence and assault

146

Clinic Models StPa

Panel/Deb

CAI Video Slides

Trans

Round 3
(2) Please select your “PREFERRED” methods of instructional delivery for the topic areas
listed by checking the appropriate box.
TOPICS

INSTRUCTIONAL METHODS
Lect Demo

Disc

PBL

Obser

Role

Lab

1. Autoimmune disease
2. Breast conditions
3. Cardiac diseases
4. Dermatology
5. Diagnostic
technology
6. Disability
7. Eating abnormalities
8. Endocrine disorders
9. GI diseases
10. Infectious diseases
11. Medications
12. Menstruation
13. Menopause
14. Musculoskeletal
disorders
15. Neurologic
disorders
16. Occupational
disorders
17. Oral health
18. Psycho/psych
disorders
19. Preventive health
20. Reproduction
21. Sexuality
22. Substance abuse
23. Urinary tract
diseases
24. Violence and assault

147

Clinic Models StPa Panel/ CAI Video
Deb

Slides

Trans

ABSTRACT

The purpose of this research was to determine the general content, topics and sub-topics,
priorities of the content, and methods of instructional delivery for a women’s health component
within the Internal Medicine residency program at West Virginia University.
Panel members chosen for the study were MD’s and PhD’s who worked in a health-related
field for at least two years and had an interest in women’s health. A modified Delphi method was
used for this study to determine the content. Panel members also identified their current and preferred
methods of instructional delivery in a separate section of the study. The panel consisted of a total of
sixteen members from the WVU School of Medicine in the Morgantown and Charleston Divisions,
and Marshall University’s School of Medicine in Huntington, WV.
The results of the study indicated that the top priority content items to be violence and assault,
preventive health, menopause, cardiac diseases and breast conditions (18% were women’s health
issues). The top priority sub-topics were breast exam, breast malignancy, coronary artery disease,
mammography, hormone replacement therapy, estrogen replacement therapy, smoking cessation,
exercise, contraception, and the pap smear (70% were women’s health issues). The lowest ranking
topic was oral health. The lowest ranking sub-topics were, breast augmentation, cosmetic surgery,
computer/visual disorders, foot deformities, and tempero-mandibular dysfunction.
The results of the current instructional delivery methods revealed that the top four methods
were lecture (56%), discussion (33%), clinical (28%), and slides (27%). The top four ideal methods
were lecture (33%), discussion (32%), CAI (22%), and PBL, (18%). A drop of 23% in lecture
suggests that the panel members preferred less teacher and more student-directed teaching and
learning methods and an interest in using electronic means as a method for teaching and learning.
By understanding the biological differences between men and women, the future development
an implementation of a women’s health component in Internal Medicine education can only further
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knowledge for the students/residents and provide for better patient care. The field of women’s health
needs to be integrated into the mainstream of medical education to fill in the gaps from previous
training.
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